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The aspirin in Cafdis is soluble in the same way as in Codis and Solprin. 
xice—] In water, the aspirin and caffeine go into solution, with the phenacetin in fine 
ff suspension. This means that there is far less risk of gastric irritation with 

or fl Cafdis than with other APCs. 


FICE Also, because it is taken in solution, Cafdis is easily and pleasantly 
“9 administered. It is quickly absorbed and rapidly becomes effective. 


for 
ication 
ICES 
i "Each tablet contains: Acid. Acetylsalicyl. B.P. 3.5 gr., 
oplica™l’ Phenacet. B.P.2.5 gr., Caffein. B.P. 0.5 gr., Cale. Carb. 
B.P. 1.05 gr., Acid. Cit. B.P. (Exsic.) 0.35 gr., et excip. 
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nursinc with CANADA’S 


INDIAN AND NORTHERN 
HEALTH SERVICES 


> 
* 


THE CANADIAN DEPARTMENT OF NATIONAL HEALTH AND 
WELFARE ADMINISTERS HEALTH AND TREATMENT SERVICES TO 4+ worsine stations 
HELP INDIAN AND ESKIMO PEOPLE TO ATTAIN HEALTH AND  ® OTHER HEALTH CENTRES 
LIVING STANDARDS EQUAL TO THOSE OF OTHER CANADIANS. 


@ THE SCOPE OF THE NURSE’S WORK IS BROAD in this Service. Canada’s 
Indian and Eskimo populations provide a stimulating challenge to your 
nursing skill at Hospitals, Outpost Nursing Stations and Health Centres 
throughout the country, including the Yukon and Northwest Territories. 


@ INITIAL SALARY: $3,120 (£1,160) per annum. Qualified public health 
nurses begin at $3,300 (£1,227) per annum. 


@ ADDITIONAL BENEFITS: Three weeks’ annual leave with pay; additional 
leave and pay allowances in isolated areas; generous sick leave credits; 
Hospital-Medical and superannuation plans available. 


@ QUALIFICATIONS REQUIRED: S.R.N. leading to registration as a nurse 
in Canada. 


FULL DETAILS (including information as to assistance with costs of transportation) may be obtained 


from UNITED KINGDOM REPRESENTATIVE, CANADIAN DEPARTMENT OF LABOUR, 
61 GREEN STREET, LONDON W1, ENGLAND 


Soothing and emollient Dettol Ointment a 
brings immediate relief to inflamed, 
cracked and eruptive conditions of the . 
skin and quickly reduces the irritation of | 
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At the same time the bland but potent germicidal 
power of Dettol makes Dettol Ointment 

a great safeguard against secondary infection. 


Dettol Ointment brings cooling relief 
_—— and prolonged protection to mothers whose 
: 7 = nipples are sore or hardened. 


‘Dettol’ Ointment 


ih Soothing, healing and actively antiseptic : : 
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Official Journal of the Royal College of Nursing 


Controversial Duties 


Tue or Nursinc earlier this week issued a 
statement which was referred to in certain national papers. We 
publish its substance below as the subject is exercising the 
minds of many nurses today. 

“The Royal College of Nursing has for some time past been 
concerned at the general and rapid increase of duties allocated 
to nurses, and recognizes two main causes for anxiety. Primarily, 
the function of the nurse is to nurse and these additional duties 
are making inroads into the time which nurses should more 
properly devote to their true nursing function. 

“Secondly, there is the need to safeguard the professional 
position of the nurse when, in the interests of the service, she is 
called upon to undertake duties outside the routine scope of 
nursing. The College feels that there will be general agreement 
that certain duties are wholly outside the province of the nurse 
and should only be undertaken in a grave emergency. There are 
other techniques which appear to fall outside normal nursing 
duties which it is considered should only be allocated to,nurses 
after full consideration of all relevant circumstances and after 
the establishment of adequate safeguards for the nurse’s pro- 
fessional position. In this connection, the College acknowledges 
that the scope of duties to be undertaken by the trained nurse ‘is 
not necessarily circumscribed by the syllabus of the General 
Nursing Council, but where it appears necessary for her to 
undertake duties carrying additional responsibility, the College 
is concerned to ensure that special arrangements are agreed and 
safeguards established. The position of the health visitor, the 
domiciliary nurse and the nurse in industry should be safe- 
guarded no less than that of the nurse in hospital. 

“It would appear that this problem cannot be dissociated 
from the question of establishments of other groups of staff with 
whom nurses work. Where these establishments are inadequate, 
additional duties are likely to be delegated to the nurse who, by 
tradition, steps into the breach to ensure that all necessary 
services are available to the patient. 

“The College considers that discussion between the two main 
professions concerned in this matter, namely the medical and 
nursing professions is of vital importance in establishing under- 
standing and agreement. 

**The College has therefore presented a memorandum for con- 
sideration by the British Medical Association and anticipates 
discussion in the near future.” 
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Right: Miss O. E. 
Copeland. 
ews and Comment 
ay, a member of the Spas 
executive com- acco! 
mittee of the cere 
A FIJI CENTRAL MEDICAL SCHOOL, a tuberculous Shir 
meningitis unit in Oxford, a district nursing service in President op eps te seat 
Jamaica and a Christian Missionary College in Vellore ° d 
are just a few medical undertakings which will benefit On 
from gifts from the Nuffield Foundation, whose 13th ° Art 
report has just been issued. ‘The foundation, which was So past pres Club, dh her 
originally endowed with a capital fund of £10 million‘). to sce some Por 
by Lord Nuffield, continues to give generous grants, ) we. | r youth organizations as well as nursing z 
mostly for health and research and the advancement of ospital services. 1 
social well-being, both in the United Kingdom and : . ui 
the Commonwealth. A new computer, resembling the Health of Business Executives wiv 
nervous system of an animal, is being built at Univer- ,. 4LARMED BY THE SPECIAL HEALTH HAZARDS which Mis 
sity College, London, aided by the Foundation. The directors and executives have to face, the Institute off Ro 
machine will be trained to recognize shapes in front of Directors has set up a Medical Research Unit to make wit 
its model eye; it should also be able to simulate the * study of those who, state the Institute, are skille oth 
if learning of the alphabet and of figures. The University W0rkers in their own right. One of the first moves olf joir 
| of Leeds is to have a Skeggs-Leonard type of artificial the new unit has been the publication of a booklet, 
: kidney. Also at University College, Dr. Alex Comfort Health Problems of Directors in which the director whol _ 
f is continuing with a long-term study of ageing. The 48 20t as fit as he might be is given a few practical hints.§ PU 
| Department of Architecture at Edinburgh is being One of the dangers of being a director is that there is my 
encouraged in research into domestic housing. All these © training to be one. Trainees should be taught t 
¥ | diverse and extremely useful projects will be helped by WOrk methodically and constructively, tackling ung | 
: grants from the Nuffield Foundation, as well as many solved and difficult problems in the morning while still) set 
. others listed in the latest report. fresh. Physical breakdown often occurs and the secre-§ an 
| tary or wife may be the first to recognize the early fo, 
: signs (loss of self-assurance and loss of confidence in hisf 
Ford Foundation Travel Grant staff). The executive should have interests beyond his hp, 
q | CONGRATULATIONS TO Miss O. E. Copeland, matron work. If more than an eight-hour day is habitual andj Fy 
my of St. Luke’s Hospital, Bradford, who has been awarded evening and weekend work is frequent, something mustf oy 
a Ford Foundation Travel Grant to study hospitals and ¢ wrong with the organization. Insomnia is often due}, 
ms nursing education in the U.S.A. Miss Copeland, who ‘® 4 vicious circle of worry and fatigue but the sleeping fy, 
| expects to start her 12-week visit to the States in March, Pill harmlessly breaks the circle and solves the problem.§ fy, 
will visit places as far apart as Los Angeles, Kentucky Nurses would be interested to read this booklet. U 
and Chicago. A member of the Ministry’s Standing , of 
; Nursing Advisory Committee, Miss Copeland is a ‘Made by Spastics’ W 
, co-opted member of the Nursing Services Committee THE GUILDHALL, Lonpon, was the scene of an im-9 ‘n 
of the Leeds pressive one-day exhibition recently of work done by§ st 
Regional spastics. The exhibition was organized by the National§ st 
Left: ‘On Call to a " 
Nation’—a scene from a 
the BBC television docu- 
mentary in which doctors, 8] 
interviewed anonymously, 
expressed their candid 
views of the National . 
Health Service after 10 C 
years’ working. Centred Q 
on a family doctor’s wait- k 
ing room the programme \ 
moved from one aspect of / 
the N.H.S. to another. 
Right: Miss Marjorie } 
Westbury at Hither Green t 
Hospital Open Day, 
October Extreme 


right, Miss D. A. Hand- 
cock, matron. 
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| Spastics Society to show what training can 
BB accomplish towards independence among the 


SB ip demonstrate activities, for example, Miss 


‘ Shirley Keene, an Australian artist who works 
im sated on ihe floor holding her brush in both 


I Portrait of the Queen Mother 
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Te ‘Lady Dale’, a floating laboratory for medical research 
Africa, was inspected recently at Brightlingsea by 


ri Henry and Lady Dale of the Medical Research Council 
and the Wellcome Trustees. 


cerebral-palsied. Several of the latter attended 


hands. She won several prizes and scholarships 
and exhibited regularly in the Contemporary 
Art Society’s shows in Adelaide and she held 
her first one-man exhibition at the age of 22. 


A BEAUTIFUL PORTRAIT of Queen Elizabeth, the 
Queen Mother, patron of the Royal College of Mid- 
wives, was presented to the president of the. College, 
Miss ‘Mary Williams, at a ceremony in the Council 
Room on October 20. "The artist, Mr. Bernard Dunstan, 
with Mrs. Dunstan, was present at the unveiling with 
other guests of the Royal College of Midwives who 


if joined the president and members of Council for tea 


PUBLIC HEALTH 
IN BIRMINGHAM 


BIRMINGHAM, the city whose public health motto was 
set by Dr. Jean Mackintosh as ‘Co-operation, first, fast 
and forever’ was chosen by the Public Health Section 
for its quarterly meeting last week. 

Midland hospitality is traditional and the Birming- 
ham members lived up to it magnificently. Starting on 
Friday evening with a coffee party, members from all 
over the country got together at the Benacres School 
Health Centre. Delegates from Devon met members 
from Manchester; visitors from Wigan greeted others 
from Leicestershire; Yorkshire accents mingled with 
Ulster brogues and over the coffee cups floated snatches 
of shop, and other talk—‘7 per cent. throughout the 
whole city, but much higher among girls than boys’, 
‘no polio vaccine for school nurses? Fantastic.’ “No I’m 
staying at a hotel this time; remember when Mary 
stayed in a hospital and was awakened at 5 a.m. with 
a histamine test meal?’ Old friendships were renewed 
and new acquaintances made. 

Miss Wearn, in the chair, piloted through a most 
successful business meeting at the Education Centre; it 
was preceded by coffee and followed by sherry. There 
were reports on the Whitley negotiations, news from 
Geneva where Miss A. A. Graham, principal nursing 
officer, Northumberland County Council and a mem- 
ber of the Section, had attended the meeting of the first 
WHO expert committee on public health nursing. 
Attention was drawn to the Royal Commission on 
Local Government in London, and on law in relation 
to children; all were mentioned by Miss Knight, Sec- 
tion secretary. Mrs. Woodman and Miss Wearn both 
spoke of the question of the possible opening of College 
membership and emphasized that the decision lay with 


before the formal proceedings. The portrait greatly 
enhances the dignity and charm of the Council Room, 
the glowing pale gold satin of the Queen Mother’s 
evening gown blending softly with the blue and grey 
tones of the room itself. At a reception which followed, 
the directors of Cow and Gate, who had given the 
portrait, were hosts to the many representatives of the 
midwifery, nursing and medical professions. 


Speakers and chairman at the Birmingham conference on Health Education 
of the Public. 


the individual members; there was no need for undue 
haste, nor was there any question of expediency. 
Fortified by lunch, members went to St. Chad’s Hos- 
pital for an open conference on Health Education of the 
Public. Four speakers, the deputy medical officer of 
health of Birmingham, Dr. E. L. M. Millar; chief medi- 
cal officer of Albright and Wilson, Dr. J. P. W. Hughes, 
a general practitioner, Dr. T. W. B. Cull and the or- 
ganizer for health education in Birmingham, Mrs. M. 
Potter, all gave their views relating to the problem. 
There was general agreement that the people in most 
need of education were those who did not attend any 
clinics or other community or group activities. The 
chairman, Dr. H. M. Cohen, principal school medical 
officer of Birmingham, summed up the discussion. 


1239 
| 
> some 
ng ane 
tives 
which 
ute of 
Make 
Skillec 
ves 0 
oklet 
| 
hints, 
ere is 
tht to | 
Un- 
e still 
secre- 
and | é 
= 
mus he | 
im- 
ynal 


1240 


Education for 


‘ HE THEME AND TIME of this conference are most 
appropriate”, said Miss Sargeaunt, a of 
Queen Elizabeth College, University of London, at 

the opening of the matrons’ and tutors’ conference on 

September 24. 

The first day’s theme was Education for Service and the 
opening speaker was PROFEssoR REvans. In a deliberately 

rovocative address couched in colourful language, Pro- 
essor Revans said that education for service had two main 
aspects: education of those who provide a service and pre- 
paration of those who direct the service. 

Authority existed only in so far as it was granted by those 
who were led. This democratic idea of authority must trans- 
form our educational system, but this was not easy because 
the system was largely in the hands of those whose approach 
was authoritarian. 

After a generation of being short of nurses it must be 
asked whether or not our traditional attitude was in need of 
revision. This was not solely a British problem; in 1932 of 
all American hospitals with nurse training schools, 62 per 
cent. employed only student nurses for general duties in the 
ward, not because of a shortage of trained nurses but be- 
cause students were more submissive to the sister’s authority. 
When 500 matrons in the USA were asked if they would 
prefer students or trained nurses to care for the patients, 76 
per cent. emphatically preferred students because trained 
nurses resented criticism, were not amenable to discipline 
and even wanted to work in the ways taught in their own 
training schools. 


New Generation of Leaders 


In Britain we must begin at once to select a new genera- 
tion of leaders for whom the ordinary democratic idea was 
of their ordinary values. We did not khow how to 
select such leaders, but it was being looked for in careful 
and disinterested research. 

If we wished to group people into above-average super- 
visors, average and below average, it might be possible to do 
so by asking for their comments on the following statements: 

Sisters can do nothing about ward staff morale as they 
cannot alter management committee policies. 
If matron asks a sister to make a change affecting 


CHAIRMAN 
Miss M. J. Sargeaunt, M.A., B.LITT., Principal, Queen 
Elizabeth College, University of London. 


SPEAKERS (first day) 


Proressor R. W. Revans, Professor of Industrial Admin- 
istration, University of Manchester. 

Miss M. B. Powe matron St. George’s Hospital, 
London. 

Miss D. L. HoLiann, lately principal tutor, Guy’s Hos- 
pital, London. 

Miss O. E. Cope.tanp, matron, St. Luke’s Hospital, 
Bradford. 


Looking Ahead— 


CONFERENCE REPOR 


Leadership 


The platform party on the first day. Left to right, Miss M. B. 
Powell, Miss D. L. Holland, Miss M. 7. Sargeaunt and 
Miss O. E. Copeland. 


student nurses, it is a sign of weakness for sister to discuss 

it with students first. | 

The only effective control that a sister has over students 
is the threat of an unfavourable report. 

If one patient complains about another, sister should 
refuse to fisten. 

A really good sister must, to some degree, be feared to 
be respected. 

Sister must impress upon the nurses that the doctor’s 
time is the most valuable hospital commodity and all 
ward activity must be regulated to his convenience. 

Student nurses who complain that their training does 
not teach them to understand human beings, except as 
clinical cases, are immature, because a nurse must not 
become emotionally involved with her patients. 

All these questions related, not to nursing techniques, but 
to human situations and asked for supervisors’ reactions to 
sudden exercise of authority or spontaneous discipline. 

With nursing shortage such tests might appear academic 
and theoretical in the extreme, when the average student 
nurse would automatically become a junior sister within 12 
months. Nevertheless it was still worth pursuing the ideal. 

The capacity to get on with people free of all condescen- 
sion, was a superb gift. Could it be taught? In British 
society our culture demanded that we should appear 
successful; we became so anxious about the impression we 
made on those above us that we were never foo ourselves 
to those below us. Any subordinate would know within five 
minutes the extent to which he was in contact with his 
supervisor as a human being. Only if subordinates knew 
their leaders as persons would they respond to demands 
made on them in emergencies. If the status system of a 
hospital was such that a sister dared not behave naturally 
before the matron or the doctor, she could not gain the 
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P ORW confidence of the ward staff and it was the care of patients 
that eventually suffered. No amount of formal education 


in leadership could help. 


Ward Sisters’ Programme 


In Manchester an attempt was being made to analyse the 
ward sister’s task. 

In one general hospital the average number of different 
things that a ward sister did between 8 a.m. and | p.m. was 
over 100, an average of nearly 22 an hour or one task every 
three minutes. Out of 400 actual tasks observed, done by 
seven different sisters, only two lasted more than half an 
hour; an endless succession of little jobs, stopping and start- 
ing at random, peppered with visits, telephone calls and 
rapid exchanges with ward staff. During 200 hours for 
which these tasks were recorded, 47 per cent. of time was 
spent on basic and technical nursing, each task averaging 6} 
minutes, the sister’s time being equally divided between 
basic and technical nursing. Of the remaining 53 per cent. 
of her time, 38 per cent. was occupied with administration, 
14 per cent. was personal time and | per cent. domestic 
chores. Administration included all reports, written for 
matron and doctors, and listening to or reading those from 
ward staff. Evidently it was this 38 per cent. of time spent in 
administrative duties that would largely determine the 
standard of service given. 

This was a complex subject; the seven sisters observed 
came from four different countries. One spent 59 per cent. 
of her time on administration, another only 26 per cent. 
There was a similar wide range in the number of instructions 
given by the sister to her staff. These contacts could again be 
divided up into approaches from the sister and approaches 
from the staff. On an average there was a 50/50 split; over 
discuss § 200 hours of observation, the sister went to the nurse with 

an instruction as often as the nurse came to the sister with 
udents § a query. But this 50/50 average concealed a range from 
07/73 to 65/35. This means that in one ward the approach 
should § was from below upwards 73 times out of 100 and in another 
the sister took the initiative 65 per cent. of the time. 
red to One strange factor emerged from this survey. However 
widely the sisters differed in the way they applied their 
ctor’s H activity, they tended to do the same total number of different 
id all # jobs an hour, 21.8. Moreover, on an activity rate of the sister 
Me as a ‘worker’ (doing jobs herself), and an activity rate as a 
‘does § ‘leader’ (giving instructions or interviewing), the worker 
pt as @ rate was 11.8 per hour and leader rate 10 per hour in each 
it not ¥ case. These figures were arrived at despite the different 
personalities of the seven sisters, the size of the ward and the 
, but # type of patient cared for. If there were in fact two perfectly 
ns to § intelligible and measurable activity rates of ward sisters, we 
should know what determined their magnitude. 


rss Miss HoLLanp dealt with the planned curriculum of 
general training for State-registration by the General Nurs- 


ay gq ing Councils for which at present 51,501 student nurses are 
ami being prepared, with an annual entry of some 19,000 for the 
stich Final State examination. She questioned whether a suffi- 


ciently balanced training was being given, and whether 
ge the preliminary training school was fulfilling its function; 
also whether there were enough education committees yet 
in being in the training schools and whether enough use 
his was being made of them. 


1ew Miss PowELL gave an interesting description of the week’s 
nds course for newly qualified State-registered nurses at St. 
fa George’s Hospital, which has had gratifying results, making 
ally what already seemed an atmosphere of good relationships 
the far better and with more nurses asking to be allowed to 


remain on the staff of their training school. 


Miss CoPELAND reviewed the responsibility of the regional 
hospital board to ensure an adequate nursing education in 
return for the service given to the patients. Illustrating this 
with examples of what is done in her own hospital by Leeds 
Regional Hospital Board by in-service training for ward 
sisters, staff nurses and student nurses, Miss Copeland con- 
cluded with a reference to two methods of team nursing: 
nursing care plan (A) and nursing care study (B). Under A 
the student was given a card for each of her patients on 
which she filled in all details of diagnosis, treatment and care 
during the day, checked by the sister. In B the student was 
given responsibility for two patients in addition to her 
routine ward duties. She kept a record of their daily progress 
and the complete study was checked by the sister on the 


patient’s discharge. 


Discussion 


Many Questions dealt with the present syllabus requirements of 
the General Nursing Councils, the need for a national standard of 
entry to the profession for those not holding the General Certificate 
of Education, and preparation for leadership. Miss Houghton, 
education officer of the General Nursing Council for England and 
Wales, reminded the audience that the pre-war entrance test to 
determine minimum educational standards had not yet been re- 
instated, though everyone wished for it; she also suggested that 
wider use might be made of the Council’s present test for intelli- 
gence and general educability. 

Agreeing that “too many student nurses with varying abilities 
are being pushed through the same mill, some getting there on the 
efforts of others’’, Miss Houghton referred to present proposals to 
limit the approval of general training schools and the need for more 
assistant nurse training schools. Regarding the standard of entry 
it was urged from the platform that this was a matter of persuading 
the Ministry of Health, the regional boards and other employers 
of nursing staff that it was desirable. 

One group asked whether the preliminary training school as at 
present run was the best introduction to nurse training, in view of 
its theoretical bias. In reply, Miss Holland agreed that too much 
theory is packed into these courses and advocated a simpler 
approach, such as that now designed for newcomers to mental 
nursing. From 60 to 70 hours spent in teaching one subject in the 
preliminary training school was largely a waste of time in Miss 
Houghton’s view. 

Other members of the panel referred to the disappointment felt 
by first-year nurses when they entered the wards and found things 
so different in practice from what they had been taught in the 
classroom and to the fact that 54 per cent. of the total wastage 
occurred during the first year of training, most of it being within 
the first six months. Going full of enthusiasm to the wards they 
found there was no time to relate what they had been taught of 
anatomy and physiology to their patients, which led Professor 
Revans to say “That is why we are going to so much trouble in 
Manchester to find out what ward sisters do; the only way to give 
confidence is through instruction in the ward.” 

Asked whether the ward sister—a specialist in her own right— 
should be subservient to the medical staff, Professor Revans said 
he felt that the attitude of medical staff to nurses at present was 
wrong. He had been discussing it with the medical professors at 
Manchester but admitted he did not know how to tackle the 
problem. On the difficulty of knowing one’s leader ‘as a person’ 
with the present trend towards bigger units of administration, he 
pointed out that this also happened in industry; in order to get 
quick decisions in hospital he felt that authority must be “pushed 
down as near to the bedside as possible’. 

In reply to a further question Professor Revans said he had no 
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formula for the fostering of spiritual values, to which he had Questions were put to Miss Copeland and Miss Powell aly 
referred in his talk, but believed that a mixing of staff in an insti- _ the in-service courses of training which they had described in ; 
tution at all levels (as in a cafeteria at meal times) was better than morning session. Miss Powell and Professor Revans spoke of 4 
separation. People had been asking this question for several help which work study can give in reviewing fixed establishme 
thousand years; the answer depended largely on the ethos of the _ of hospital staffs in the light of the real needs of the patients, 
. hospital and the training school and their sense of values. (to be continued) C 


the probable consequences 


as an attempt to play down 


The editor welcomes readers’ letters, which should be addressed to her at intelligent, reasonable mig 
Nursing Times, Macmillan and Co. Ltd., St. Martin’s Street, London, W.C.2 givings so that the politi. 
(wii 7678). Names and addresses need not be published but must be given. cians, unhindered by femi. 
nine opposition, can 
ahead with their plans ie 
PERSONAL OR IMPERSONAL? dreary disaster. Why have a nuclear war anyhow? 
Mapam.—The heading of your editorial of October 17 Mary M. Simpson, 
Personal or Impersonal?) both fascinates and amazes me. 
‘vee just pro may be levelled at the medical and NURSES AS HEALTH TEACHERS 
nursing professions in this country, but an impersonal Mapam.—On reading the comments on the ILO Report 
attitude to the patients is surely not one of these. (October 17) I find there is one sentence with which | 


Miss Nightingale, in her wisdom, stressed the importance strongly disagree: ““The concept too, of the professional 
of the training and development of character as the basis nurse as a health teacher to the patient and his family, is 
for a good nurse and I think that, on the whole, nurse not widely implemented in this country”’. 


training in this country lives up to this precept. In the pre- Any nurse trained by the Queen’s Institute of District 
liminary training school, the sister tutors prepare the stu- Nursing is teaching health to the family all the time. 
dents for their entry into the wards practically by reference It is just 20 years since I took my district training, but ] 


to members of the hospital staff and the customs of the hos- well remember how strongly this side of our work was 
pital. Similarly, good ward sisters know their patients and emphasized. 
nursing staff and are known to them by name, and finally, J. Cross, Q.1.D., 
we nurse administrator makes it her job to know PATIENTS’ HELP 

The possession of an enamel name badge must surely not Mapam.—lIn reply to Guest Wrangler 2 (for patients to 
be depicted to the insecure junior nurse as the key to help nurses) I should like to ask how long since she had a 
successful group integration in preference to the individual ward—I feel patients who are well should be home or con- 


interest and support of her senior colleagues. valescing. Often I have no patients to get themselves out of f 

We can learn a great deal from our transatlantic contem- bed—let alone help! Furthermore I do not agree with the 
poraries, particularly with regard to the establishment of comment “Free medical care’’—I think the average patient 
university schools of nursing, and I think our profession pays dearly for the care and treatment, and for the women § | 
welcomes any change which will raise our standards of patients they need the rest as much as the care. . 
patient care ever higher, but we must use reason and not J. Surman, & 
follow like sheep. | 

The badge systeni of identification is possibly well suited 
to the North American way of life, but I do not think I stand Mapam.—Congratulations on our new look Nursing 


alone in hoping that, in this country, patients may continue Times. By the time you receive this letter the second copy 
to be cared for by doctors and nurses, who (though deprived _ will be on sale and I am eagerly awaiting mine. 


of the transforming power of the enamel brooch) appear to Congratulations, too, on The Christian Nurse. Reading 
be easily recognized as human beings by the public they many of the letters which have appeared in the Nursing 
endeavour to serve ‘personally’. Times during the last few weeks it has struck me how dis- 


P. J. Cooper. agreeable, disgruntled and, yes I think, almost self-centred 
we are becoming. Miss Eastaugh has surely given us the 
answer. Better salaries, living conditions and hours of duty 

ONE-IN-FIVE SCHEME are very superficial and while in my generation I am grate- 


Mapam.—May I explain to Marguerite M. Hammond _ ful to all those in past years who have made these things 
why so many of us distrust and even feel a disapproval of possible, I still think that any nurse who is to do her job well 
the Government-sponsored One-in-Five Scheme? (Letters ™ust be equally concerned about spiritual things. 
to the Editor, September 26). We feel it is not purely a I am sometimes appalled, and I know oaany of my col- 
practical and Samaritan scheme but something of a propa- leagues are, at some of our young nurses’ disregard and 
ganda stunt to get nuclear warfare, or at any rate the idea ‘§norance of the spiritual care of patients. 
of it, accepted as part of our background. In future I hope we will have the courage to follow Miss 

Moreover, since the scheme is sponsored and indeed was Eastaugh’s example and do something about this unhappy 
formed by a government which did everything they could State of affairs. 
to silence men like the late Joliot-Curie and the—happily Dorotny E. BARKER. 
still with us—Linus Pauling when they would warn us of (more letters on page 1259) 
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‘EYES HAVE THEY AND SEE NOT?’ 


‘ ICare of the Newborn Infant—2 


BERYL CORNER, M.D., F.R.C.P., Consultant Paediatrician, 
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United Bristol Hospitals and Southmead Hospital, Bristol 


derable significance and indicates either increased 
permeability of the blood capillaries or excessive 
water retention. It should be looked for in all premature 
babies, and in full-term infants who have respiratory 
distress, are lethargic, refuse to feed or seem unwell, 
particularly in the first few days. Oedema is often con- 
fined to the lower extremities, but may involve the 
whole body including the face and abdominal wall. 
Sometimes it is found only in dependent parts of the 
body, particularly on the side on which the child has 
been lying. Oedema in the young infant is often difficult 
to recognize since the pitting which is so characteristic 
in the adult is rarely seen. The appearance of the limbs 
is full and rounded, often with tense and shiny skin. 
Characteristically the skin feels thickened and cannot 
easily be lifted up in folds from the underlying tissues, 
and in severe cases the whole limb feels thickened and 
very firm. This needs to be differentiated from the 
special type of hardness of the subcutancous tissues 
known as sclerema and scleroedema, which is due to 
solidification of the subcutaneous fat and is associated 
particularly with excessive chilling and severe disability. 
The common causes of neonatal oedema are as 
follows. 


1. Anoxia, which damages the capillary walls so that they 
become more permeable to passage of fluid through into 
the tissue spaces. This may be a local condition caused by 
stasis of blood as a result of excessive pressure on one area 
of the body, for example the face, or may result from 
excessive general reduction in blood oxygen during labour. 
Oedema is therefore likely to follow severe asphyxia, or 
respiratory distress if the infant remains cyanosed. 


2. Retention of salt by the kidney occurs if the fluid fed 
during the first week or so contains too high a pro- 
portion of salt; salt retention is always followed by water 
retention. This of oedema is common in the premature 
baby during the first four days particularly. As cow’s milk 
contains considerably more salt than human, too large 
quantities in insufficient dilution fed to the very young or 
premature infant may be followed by oedema. Normal 
saline should never be given to young infants either by 
mouth or drip. 


3. Cardiac failure. In some cases of congenital heart disease, 
particularly aortic valve lesions, cardiac failure starts 
shortly after birth and may give rise to considerable oedema 
of the lower extremities. 


4. Infection. In the early stages of severe infection, par- 


(ier IN THE NEWBORN may be a sign of consi- 


From a lecture given to the Exeter Branch, Royal College of Midwives. 


(UM 


ticularly pneumonia and septicaemia, oedema develops. 


5. Excessive chilling. The cold, lethargic baby frequently 
develops capillary stasis of blood with oedema of the de- 
pendent parts of the body. 


Whenever oedema is found in the newborn infant, 
full investigation is necessary to determine the cause, 
but until this has been decided the child should be kept 
warm and given plenty of boiled water or well-diluted 
feeds. If cyanosis is present, oxygen is necessary. 


The Post-mature Infant 


The infant who has outlived the capacity of the 

lacenta to supply adequate oxygen and nourishment 
is ‘post-mature’ and presents a characteristic appear- 
ance, whatever the calculated period of gestation. 
Hence small, starved babies, even weighing less than 
54 lb., may result from prolonged gestation or may be 
born prematurely. Placenta] insufficiency due to 
toxaemia of pregnancy or partial separation of the 
— is responsible for many starved-looking small 

abies, so that inspection of the placenta should always 
be carefully carried out, and wherever possible it should 
be weighed and measured as this may provide the only 
clue to the cause of the baby’s condition. 

The appearance of the infant is typical. The skin, 
which is usually parchment-coloured, is very dry, hair- 
less, wrinkled and scaling, and resembles tissue paper. 
The umbilical cord is often yellow and these infants 
are particularly liable to pass meconium during labour. 
They have little subcutancous fat and the weight is 
often low in comparison with head circumference 
and length. If gestation has been prolonged, the child’s 
mental development may be advanced for its size, so 
that the baby is very alert, open-eyed, hungry and 
active. Recognition of these babies is important, since 
they have a higher stillbirth and neonatal mortality 
rate than the normal infant. As a practical point, they 
are starved babies and therefore require feeding beyond 
the theoretical requirements for their birth weight; 
during the first few days they should always be given 
complementary feeds unless the mother has a very 
large amount of colostrum. 


Jaundice 


Jaundice present at birth or appearing in the first 
24 hours should be regarded as due to haemolytic 
disease of the newborn until proved otherwise, and this 
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is a common cause of a yellow umbilical cord. Except 
in small premature infants, | jaundice is 
not seen before the second or third day, and obstructive 
jaundice is very rare in the first few days except when 
it is associated with haemolytic disease. Haemolytic 
jaundice is always orange rather than lemon yellow 
and if there is difficulty in recognizing the colour in the 
very pink skin of the newborn infant, it may readily be 
seen if an area of skin is stretched by the fingers. 
Haemolytic disease of the newborn should nearly 
always be anticipated nowadays if proper prenatal care 
has been given. The mother’s blood group should be 
ascertained early in each pregnancy and in the case of 
certain types the pathologist also looks for antibodies 
in the first test. When there is any likelihood of blood 
incompatibility between mother and foetus, the 
mother’s blood is examined again at 30-34 weeks. 
Rhesus incompatibility in which the mother is of a 
different Rh type from the father, so that the foetus 
inherits the father’s group and hence stimulates anti- 
body production in the mother, is the cause of haemo- 
lytic disease in 1/200 pregnancies and 50 per cent. of the 
affected infants require treatment by blood transfusion. 
In recent years it has been shown that incompati- 
bility for the A.B.O. blood grouping system is also quite 
common and can cause haemolytic disease. ‘The clinical 
features—jaundice, anaemia, enlargement of liver and 
spleen, and tendency to haemorrhage——are the same 
as for the Rh factor, except that unlike Rh incompati- 
bility the disease can occur in the first pregnancy owing 
to the presence of some natural antibodies in the 
mother’s blood. The Group O mother with the Group A 
or B foetus is liable to affect her baby, so that these 
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mothers are now being investigated prenatally. Unfo, 
tunately the detection of antibodies likely to affect 4 
foetus is much more difficult than with the Rh facts 
and therefore prediction is more uncertain, but as ¢ 
disease may be less severe only about Io per cent, ¢ 
these affected babies require blood transfusion. U 
the jaundice is more dangerous than the anaemia singe 
a high level of bilirubin in the blood damages the brain, 

All babies who are liable to develop haemolytic 
disease should be born in a hospital where full invest. 
gation can be carried out at birth and transfusion given 
if necessary without delay. The modern treatment with 
replacement blood transfusion has enormously reduced 
the mortality rate, also the serious brain daniage due 
to kernicterus which may result in survival with 
cerebral palsy. Nowadays labour is frequently induced 
prematurely if a mother has had severely affected 
children previously. 

In premature babies physiological jaundice is com. 
mon because of the inability of the immature liver to 
clear the blood of bilirubin quickly enough. This may 
cause very severe jaundice which increases up to the 
fourth to sixth day and may cause exactly the same 
brain damage as in haemolytic disease. It is therefore 
particularly important to watch for the development of 
jaundice in premature infants. Any baby who is 
severely jaundiced on the third and fourth day should 
not only be investigated to exclude blood incompati- 
bility but should also have the level of blood bilirubin 
determined. If this is above 20 mg. per cent. there is a 
serious possibility of brain damage, so that replacement 
blood transfusion should be performed to remove the 
excess bilirubin. 


TALKING POINT 


ACK OF SUFFICIENT SLEEP IN HOSPITALS due to early 
| waking and to noise have been subjects of recent 

correspondence in the Daily Telegraph and in our 
columns. 

By now we are all agreed that the early waking 
of patients is a bad thing. But, despite assurances to the 
contrary, there is strong evidence that it still goes on, 
either with or without the sanction of authority. There 
is a lingering school of thought that excuses the early 
waking of patients on the grounds that it shortens the 
night (‘only three more hours to breakfast’) and that 
the patients are made more comfortable by an early 
washing. But surely no one, nursing a relative at home, 
would ever wake him at 5 a.m. ? 

The root trouble, as we all know full well, is the dead- 
line for ward opening. The night nurses’ early morning 
rush is the one time when Parkinson’s Law ceases to 
operate. All work study experts and all hospital admin- 
istrators should be compelled to spend at least a month 
in the wards between 5 a.m. and 8 a.m. 

The question of noise is.next on the list of complaints. 
Lord Winterton wrote a very strong letter in the 
Telegraph on this count. He referred among other 


things to the clanging of refuse bins and the loud 
greetings of the domestic staff who are adepts at 
singing and whistling, the nursing staff engaged in 
giggling girlish confidences, consultants discussing 
their patients with other consultants and nurses, and 
all the time the constant blaring forth of radios and 
the continual noise of people marching up and down 
stairs. And all this, adds Lord Winterton, in parts of 
the hospital where patients are paying for extra privacy 
and quiet. 

This letter provoked an interesting further spate. 
Some hospital secretaries claimed that their hospitals 
were havens of quiet; mention was made of the re- 
searches of the King’s Fund into the problem of noise. 
(I can add a personal comment to this. I was working 
in a hospital where some of their questionnaires were 
circulated to the patients and it was with the greatest 
difficulty in the world that they could be made to com- 
plete them. It was regarded as a form of gestapo snoop- 
ing on the nursing staff, who themselves were only too 
aware of the necessity for some research.) 

One sensible correspondent suggested that the re- 
medy lay in the patients’ own hands: a complaint to 
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Unfor 


fr the matron or the hospital secretary. After all, the 
ect 


matron or her representative usually tours the wards 
daily. Is it possible that, having followed Miss Nightin- 
gale’s precept of treating the patient as an honoured 
in the house, the patient feels it discourteous to 
make a complaint? Or have we ourselves perhaps 
become so unconscious of this noise (which is caused by 
. the human clement more than structural deficiencies) 
‘Molyticl sat we tend to ignore it? Or is it that, out of the whole 
'NVeSt-M large hospital community, it is only the nursing staff 
N Zivenl who are cver taught anything about trying to keep 
nt with quiet ? Workmen whistle and bang while carrying out 
educed repairs; doctors tramp in and out like an infantry unit 
Se due (except the older consultants who demand silence) ; 
| with medical auxiliaries, intent on their work, hurry to and 
iduced fl 65 with equipment trailing in their wake and in the end 
fected H tihe nursing staff give up the unequal struggle and join 
in the general cacophony. 
* Com-# In the midst of this rush-hour traffic the poor patient 
'Ver tO lies bewildered, fascinated perhaps by the continually 
S May § <hifting scene, but exhausted. 
to the §There is absolutely no excuse for a ward radio 
Same @ blaring forth hour after hour. If radio there must be, 
refore # then let pillowphones be used, which offer a choice of 
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non-nursing personnel, who incidentally, are the only 
people forced to wear rubber heels. I have never under- 
stood why the night staff are not asked to wear plimsolls. 

It is stupid and useless to deny that this noise exists; 
it does to a greater or lesser extent in all hospitals, 
despite strenuous efforts on the part of the senior nursing 
staff. Naturally a convalescent male orthopaedic ward 
will be more noisy and cheerful than an acute women’s 
medical ward. But this is no excuse for a general fair- 
ground atmosphere. 


One of the Telegraph’s correspondents writes: “As | 


long as our hospitals are run by lay administrators 
working in the carpeted seclusion of the best rooms in 
the building, instead of by the doctors themselves, noise 
and many other unsatisfactory features of the hospital 
service are likely to remain.” 

Perhaps the best solution lies in the hands of the 
patients themselves: polite but firm complaint. It will 
most certainly be supported by the nursing staff. The 
older generation will always suffer more; the younger 
generation has been born and bred against a back- 
ground of jet engines, skiffle and noisy traffic. But as the 
average patient is likely to be in the older age group, 
then the environment should be modified for him. 


ho of programme. A little more teaching might be given to WRANGLER. 
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ment Conditions of Work 


MARY E. DAVIES, LL.B 


ENTION HAS ALREADY BEEN MADE Of the problems 
MJ invotved in the collation of material from so many 


different countries and of the difficulties met in. 


oud § ensuring that like is compared with like. In no part of 

} at B the document is caution in this respect more necessary 

| in Ff than in the chapters dealing with conditions of employ- 

ing § ment. However, a number of extremely interesting and 

‘nd sometimes surprising points emerge. 

ind From a section called ‘Current Employment Situa- 

wn § tion’, it appears beyond doubt that the shortage of 

Of &@ nurses is universal. In relation to population this short- 

‘cy @ age is much more acute in some countries than in others 
for the number of qualified nurses varies from less than 

te. § one for every 200,000 inhabitants to one for every 200. 

als F ft appears that with the exception of the United States, 

‘€- § the United Kingdom has more qualified nurses than 

€. § any other country and, with the exception of the United 

8 & States and Sweden, the United Kingdom has more 

re § auxiliaries than any other. The UK has 48.8 qualified 

st @ nurses per 10,000 inhabitants, the highest proportion 

* @ for all countries, the next highest being Australia with 

~ § 38.2 per 10,000. 

° Equally interesting is the proportion of qualified 
nurses to auxiliary personnel. In the UK there are 6.6 
qualified nurses to every auxiliary. This is by far the 

2. § highest proportion. In the United States the figure is 


and Employment of Nurses 


1.2, in Canada 1.5 and in Sweden 0.4. How accurate 
these comparisons are depends of course upon how 
similar were the criteria for qualified nurses used by the 
countries supplying the information, but even when 
allowance is made for possible wide discrepancy, the 
UK would appear to be in a more favourable position 
than the great majority of countries. 

Closely related to the numbers of nurses available 
and required is the question of a standard by which to 
measure nursing needs, both in quantity and in quality. 
The problem of wastage is world-wide, and the main 
reason for wastage everywhere is marriage—the docu- 
ment comments drily “in most countries, marriage and 
nursing do not mix’, largely because of the hours of 
duty inherent in a 24 hour a day service. 

Two ways of conserving nursing skill are dealt with 
at some length. First, qualified and auxiliary@taff must 
be used in the most effective way. In no country has the 
proper function of the qualified nurse been clearly de- 
fined; there is no accepted nurse-patient ratio and 
everywhere is the need to explore more thoroughly the 
possibility of using auxiliary staff to relieve qualified 
nurses of duties not requiring their professional skill. 

Secondly, greater efforts are required to retain the 
nurses who are already in the profession. In most countries 
marriage is no longer a bar to continued employment 
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and it is suggested that more thought should be given 
to making use of part-time nurses. 


Methods of Determining Working Conditions 


In 37 countries there is negotiating machinery to 
determine the salaries and conditions of service of nurses. 
In 22 countries the machinery, at least for part of the 
nursing service, is established on a statutory basis. Only 
in the UK, the United States and the Netherlands are 
both professional associations and trade unions repre- 
sented by the same machinery. 


Hours of Duty 

There is a wide range of standard hours of duty 
throughout the countries. The shortest working week is 
39 hours and the longest standard week 54 hours; more 
extra hours tend to be worked in the countries in which 
the standard working week is longest. The standard 
week is 48 hours or over in more than half the countries. 

While the standard week tends everywhere to be 
longer for hospital than for public health nurses, com- 
parison is difficult because the latter are often on call 
when not on duty. 

The undesirable features of night duty in this country 
appear to be the usual pattern throughout the world. 
The span of duty of 10 to 12 hours is very common and 
the hours of night duty exceed those of day duty almost 
everywhere. Two exceptions are Israel and Norway. 
There is hope that the problem of excessive night duty 
may soon be solved however, because it is apparent 
that the three-shift system is finding favour and is be- 
coming more widespread. 

In almost all countries overtime is worked, and in all 
countries, whether payment is made or not, nurses are 
stated to want this working reduced. Indeed in a small 
number of countries there is a limit to the number of 
excess hours which may be worked in a specified 
period. The amount of overtime worked often cannot 
be assessed because insufficient records are kept. Un- 
doubtedly one reason is that in very few countries do 
time schedules allow for handing over by one shift to 
another so that the working hours of all shifts are auto- 
matically exceeded by from one to three-quarters of an 
hour each day. 


Annual Leave and Rest Periods 


In only seven countries is the annual leave of nurses 
greater than in the UK and in some of these countries 
the hours of work are greater. In the United States and 
Canada annual leave is from 10 to 15 days and from 15 
to 20 days respectively. Finland is one country in which 
annual leave increases after a long period of service; 
annual leave there is 24 days increasing to 36 days after 
15 years’ service. 

The most usual rest period in countries where hours 
are 48 or more per week is the day off a week. In 
countries where the hours are longest days off tend to 
be less frequent, for example in India and Pakistan one 
to two days off are generally given each month. 

In some countries time off is stipulated in hours and 
it is interesting to notice that this is a measurement 
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which applies in the UK to some grades of public healt 
and domiciliary nurses and midwives. 

“It would seem unnecessary to emphasize the righy 
of nurses to undisturbed meal-breaks” but apparenth 
this is another of the trials suffered by nurses the worl 
over, as is the difficulty caused by the inadequate pro. 
vision of off-duty relief. 


Remuneration 


There is one very disappointing feature about the 
report on the remuneration of nurses. It has not ap. 
parently been found possible to make a comparison 
with the remuneration of any other group of professional] 
people; such comparison as has been made has been 
with industrial wage earners. Whether this is the wisest 
comparison depends upon whether or not nurses wish 
to persevere in their determination to achieve a uni- 
versally accepted professional status. What is more en- 
couraging is the insistence in the report upon the need 
for a basis of job evaluation on which to build a structure 
of nurses’ salaries in place of the present haphazard 
methods which give little recognition to education, 
workload, function and responsibilities. 

Some interesting comparisons emerge within the pro- 
fession itself throughout the world. For example, the 
differential between the salaries of the staff nurse and 
the highest paid matron is greater in the UK than in 27 
other countries, while in 16 countries the differential 
between the salaries of the staff nurse and the highest 
paid public health nurse is less than in the UK. “In 
many countries the salary scales allow for little recog- 
nition of the increasingly heavy responsibilities placed 
on the administrative nursing staff both at the ward and 
the institutional level and the monetary gain on pro 
motion provides little incentive for nurses to assume the 
greater work-load which senior nursing positions de 
mand.” Even more does this comment apply to the 
supervisory posts in the public health and domiciliary 
services, and to nurse tutors in all fields. 


Payment for Overtime 

In four countries (and in mental hospitals in the UK) 
payment is made for overtime worked. In a further 12 
countries compensation is made either by payment or 
by time-off instead. The available information shows 
that in the words of the report, “in very few countries 
would the compensation given for overtime appear to 
constitute any effective brake on the abuse of overtime 
in nursing service.” 

To summarize: one of the most interesting features 


of the part of the report dealing with conditions of 


employment is the revelation that throughout the 
world the unsatisfactory aspects of nurses’ conditions 
are the same—comparatively low remuneration de- 
termined in an unscientific way, long and awkward 
hours of duty, especially night duty, insufficient attract- 
tion to take posts of greater responsibility, especially 
teaching responsibility, and all too often in the institu- 
tional field living conditions of a sadly low standard. 

The suggestions of the Expert Committee for improv- 
ing the position throughout the world will be awaited 
with great interest. 
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The Brodie twins, Roger and 
Rodney, were <parated by Professor 
Bric Oldberg at the University of 
Illinois Colleze of Medicine. The 
ation lasicd 12 hours and one 
of them is believed to be still alive, 
lthough Roger (left) was handi- 
by nature. Their parents, 


and Mrs. Knaak, took the risk of a 
separation, knowing that life would 
have been intolerable for the children 


when they grew up. 


Above: the X-ray photo of the Homberg twins shows clearly the 
structure of the bones, and the internal organs of the girls. The 
College of Medicine of Bonn University published these pictures 
with the intention of providing funds for the long series of 
medical care and operations still awaiting the twins. 
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SIAMESE TWINS 


THE CuRIOUsS CASE of Siamese twins joined at the head 
has happened before—in the USA where the operation 
resulted in the death of one of the twins—and more 
recently in Homberg, Germany, with the Knaak twins. 

A leading brain surgeon of Bonn University Clinic has 
established that a successful operation to separate the 
Knaak twins, Lotte and Rosemarie, is possible. By means 
of the electrical encephalograph it has been proved that 
the children have independent brains, and by the use of 
the most modern equipment available, independent 
circulatory blood systems. The latter examination was 
carried out by injecting Perabrodil, containing iodine, 
into Lotte’s left carotid artery, in order to make the blood- 
vessels, arteries and veins, visible on the X-ray, and a 
special instrument, which in one second takes two X-rays 
of the head in two different planes, was used in the final 
stages. 

However, the operation has not been performed as the 
parents consider the risk involved too great. Instead the 
twins are shown to the public in their natural state. 


Below: the trial operation performed on these twins 

three years ago was unsuccessful and they died 40 

hours after birth. They had several severe malforma- 

tions besides—while the Homberg twins are com- 
pletely healthy and well-shaped. 
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Mitral Stenosis 


N. R. BARRETT, M.Chir., F.R.C.S., 
Thoracic Surgical Unit, St. Thomas’ Hospital, London 


tion has developed at the mitral valve; this valve 

is situated in the heart between the left atrium 
and the left ventricle. It consists of two movable, mem- 
branous flaps that are forced apart during diastole by 
the blood accumulated in the left atrium and awaiting 
transit to the left ventricle. During systole the flaps are 
opposed by the rising intraventricular pressure and the 
blood that cannot get back into the atrium is driven 
onwards through the aortic valve into the general 
circulation. 


Men STENOSIS means that a pathological obstruc- 


This symposium is devoted to a description of mitral 
stenosis and the way it is treated in the wards. 


The diseases that affect the mitral valve are rheu- 
matic fever, chorea, and certain streptococcal infec- 
tions, and they nearly always occur in childhood or 
young adult life. They are diseases that affect the whole 
body but they are damaging to the heart in general and 
to the mitral valve in particular. The form that the 
acute illness takes in the heart is that the muscle as well 
as the valves becomes involved in a non-suppurative 
acute inflammation due probably to a microbic toxin 
circulating in the bloodstream and originating from a 
focus of infection elsewhere in the body. The myocar- 
dium (heart muscle), and the membranous cusps and 
flaps of the valves, become impregnated with aggre- 
gates of inflammatory cells and oedema. 

This process may regress as time passes leaving no 
discernable sequelae; but it may cause the normal 
structures of the heart to be replaced by scar tissue, 
and it is the mechanical disabilities that result from this 
scar that a surgeon can sometimes overcome. The 
surgeon does not intervene in the acute phase of rheu- 
matic fever or chorea, but later on when the inflamma- 
tion has subsided and the fibrosis has begun to impair 
the action of the heart as a pump. The pump may be 
upset because the muscle, interwoven with scar tissue, 
is no longer strong enough to compel the blood for- 
wards, and for these cases the surgeon has nothing to 
offer. Or the mobility of the valves may become impair- 
ed because the edges of the flaps have fused together 
causing stenosis: this the surgeon can often correct. Or 
the brunt of the disease may have fallen on the muscle 
as well as upon the valves, and here surgical treatment 
may benefit some but not all cases. 

It is convenient, thinking along these lines, to con- 
sider those who suffer from mitral stenosis as falling into 
one of three categories. The distinction between these 
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A SYMPOSIUN® 


est 


groups is never absolute. 


Group 


First are those who have the physical signs of mitr; 
stenosis, as far as the noises that emanate from the hes 
are concerned, but who suffer no disability. Some ¢ 
these people may remain well and in the fullness of tim#* 
die of old age. They are few in number, but importa 
to the surgeon because operative treatment is unneces 
sary. The fact that they are free from symptoms is nog" 
to be explained on the basis that the obstruction at th 
valve is not severe. Indeed the author recalls seeing 
valve in the necropsy room through which all the circ 
lating blood must of necessity have passed and yet th 
orifice was no larger than a diary pencil. This elderl 
patient died from other causes. The gradual onset a 
symptoms, and particularly increasing limitation of 
exercise tolerance and dyspnoea, is due almost entirely 
to the fact that the muscle (myocardium) is no longe 
strong enough to pump the blood through the obstruct-F 
ed valve. The patients we are now considering have an 
obstructed valve but the myocardium, by drawing uponf 
its reserves, carries the extra load successfully andf: 
indefinitely. 


yn 
en 


Group 2 


In the second category and-at the opposite extremé 
are those who are severely afflicted and in them bo 
the pump and the valves are damaged beyond the limi 
of efficiency. There comes a time, perhaps introduced 
by a period of extra strain such as childbirth or a pre 
longed exertion, when the myocardium fails and thé 
patient dies. Some, but not all, of these patients can be 
rescued by an operation. If as a result of medicz 
measures the heart failure can be controlled temporaril 
the surgeon may alleviate the symptoms if he can over 
come the mitral obstruction. By so doing the damaged 
myocardium may have its load lightened, and it may 
then be adequate for a further span of limited activity. 

Nice judgement is required to decide when anc 
whether to operate in these patients. In general the 
history is of repeated attacks of cardiac failure, controlled 
at first by rest and medical means, but becoming relent-§,, 


The illustration on the page facing underlines the following points.Epr 
There are two separate pumps in the circulation ; the left ventricle is the mam... 
pump, the right ventricle is the subsidiary pump. There are two different 
zones of blood pressure in the circulation. In the shaded zone the pressure 
is high; in the white zone the pressure is low. The changeover from lowgst 
pressure to high pressure occurs precisely at the mitral valve—marked inal! 
this diagram by a star—and gradually in the capillaries. Obstruction at@)j\ 
the mitral valve increases the pressure in the white zone and this causes the m 
signs and symptoms of mitral stenosis. 
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esly more intractable. In the pre-operative period the 

n tries to improve matters in three different ways: 
est diminishes the work the heart must do; drugs such 
as digitalis strengthen the force of the beat and slow the 
action of te pump; and by adjusting the body electro- 
ytes (particularly sodium) and exhibiting diuretics the 
‘sue oedema is diminished. 


SIU 


itral Stenosis and Circulation 


It is appropriate to explain briefly how mitral steno- 
is affects the circulation of the blood, for the signs and 
ymptoms are then understandable. 

The heart, the ar- 
eries, the capillaries 
nnd the veins form a 
Some qgelosed circuit contain- 
ss of tim 


ng blood. Into this 
nporta ircuit certain special 


ol mitre 
the he: 
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of the disease in the obstructed valve. 

The blood, banking up in the right atrium, before the 
obstruction, causes the chamber to distend and inter- 
feres with the rhythm of its normal contractions (auri- 
cular fibrillation). Fragments of clot begin to form upon 
the walls of the atrium in the cul-de-sacs where the blood 
stagnates and pieces of this clot can be dislodged, either 
spontaneously or at operation, and travel to the cerebral 
circulation causing paralysis, coma or sudden death. 
Systemic emboli may also occur. 

The effects of obstruction are transmitted even 
further backwards and blood which cannot get through 
the mitral valve piles 
up like traffic at a 
bottleneck. Thus the 
pulmonary veins and 
the lungs become con- 
gested and the patient 


_piscera such as the 
ungs, the kidneys and 
at thmne liver are inserted. 
seeing guhe blood is pumped 
1e cireuey two pumps—the 
et and the right ven- 


MANN 


ae icles — which ana- 
onset lie side by WY 
ition o bide forming one or- 


- the heart, but 
hich are actually 
bstruct-f parated from each 


have an 
1g upon 
ly anc 


and must be consi- 
dered as individual en- 


other in the circuit, ULMONARY ARTERY RV. 


complains of shortness 
of breath, bronchitis, 
attacks of paroxysmal 
dyspnoea and pulmo- 
nary oedema. 

Beyond the lungs 
the pulmonary arter- 
ies dilate; the right 
ventricle hypertro- 
phies and enlarges be- 
cause of the extra work 
= it is called upon to do, 

J, and the pulmonary 

and tricuspid valves 
get stretched and cease 
to work efficiently 


SYSTEMIC 
RA. VENA CAVA 


ities. The chief pump 
sthe left ventricle, the 
subsidiary pump is the right ventricle. 

Observe how critically the mitral valve is placed in 
Sha his system of tubes. Exactly at this valve the blood 
Ht Soti@pressure is raised by the powerful stroke of the left vent- 
icle from low to high. All through the systemic arteries 
tremains high until it is gradually frittered away in the 
bag of the capillaries. Thence, for the journey back to 
he mitral valve, the pressure is everywhere low. Indeed 


nd the 


di "gpn reaching the right atrium it is only about 5 mm. of 
m0 ercury and for transit through the lungs it is raised 


but slightly by the contraction of the right ventricle. 
e low pressure in the right heart is adequate to keep 
fhe blood moving because normally the capillaries in 
he lungs offer almost no resistance to its passage. 

If an obstruction develops at the mitral valve so that 
he blood can no longer pass through the lock normally, 
the immediate effect is to alter the relative pressures in 
the whole system of blood vessels, and so to modify the 
output of the two ventricles. If the blood cannot get 
~ through the left heart freely the pressure rises on the 
tenn proximal side of the mitral valve, and the following 
fiferen results become inevitable: the heart cannot respond to 
pressng4lls for additional output because the left ventricle is 
ym lowgstarved of blood; thus the patient cannot exercise norm- 
vked infially; the blood, swirling through the narrowed orifice, 
por like water through a jet on the end of a hose, makes 
murmurs that can be heard, and that are diagnostic 


1 and 
al the 
rolled 
elent- 


(both can become in- 
competent). In mitral stenosis the relative importance 
of the left and right ventricles is changed because the 
load on the right pump is heavy whereas the left pump 
is starved of blood so that its output is limited and 
fixed. The fact that the right heart is working unduly 
hard is shown in the electrocardiogram and the heave 
of its contraction can be seen and felt upon the front 
of the chest wall. Blood then accumulates in the right 
atrium and, because there is no valve between this 
chamber and the venae cavae, abnormal pulsations 
are reflected back into the great veins and can be seen 
in the jugular system and the distended painful liver. 
Finally oedema distorts the extremities, ascites dis- 
tend the abdomen, and pleural effusions impair res- 
piration. 


Group 3 


The third category of patient is the most favourable 
for surgical intervention. In these the signs of mitral 
stenosis are definite, but the harmful secondary effects 
are not dominant and the heart has not been taxed be- 
yond its capacity. 

It is possible that during the original acute episode 
the brunt of the inflammation fell upon the mitral 
valve itself and that the myocardium survived rela- 
tively unscathed. These patients are dramatically re- 
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lieved of their symptoms by mitral valvotomy and 
return to a full and normal life. 

The technical details of mitral valvotomy do not con- 
cern the nurse, but in this operation the surgeon aims 
at overcoming the obstruction by stretching or cutting 
the commissures. Consider the mitral valve as resemb- 
ling two handkerchiefs sewn to a wire loop and hanging 
down as two separate flaps. A down-draught through 
the loop separates the handkerchiefs (diastole) whereas 
an up-draught (systole) pushes them together and blocks 
the | Cee they cannot turn inside out in systole be- 
cause the lower margins are held by strings, called 
cordae tendinae, to the walls of the ventricle. In mitral 
stenosis the vertical edges of the handkerchiefs become 
fused, and are called commissures, and only the central 
pathway between the two lower horizontal edges re- 
mains open. The surgeon cuts or tears apart the fused 
vertical edges of the flaps and so not only enlarges the 
fairway to its original size but allows the flaps to move 
freely and act as a one-way valve. 

If the operation is successful and well chosen, there 
should be few complications and no difficulties should 
arise in convalescence. But if the obstruction cannot, 
for technical reasons, be overcome, or if mitral obstruc- 
tion is converted into mitral incompetence, the patient 
may be worse than before operation. For these reasons 
we believe that the ward sister should be told the 
measure of success to be expected when the patient 
returns to the ward. The task before her may be easy, 
difficult or impossible. 


Nursing 


ROSEMARY L. STEPHENSON, S.R.N., 
St. Thomas’ Hospital, London 


THE FIRST ESSENTIAL in nursing a patient suffering 
from mitral stenosis, and admitted for surgical treat- 
ment, is to give self-confidence. This should begin from 
the moment of admission and is helped by a happy at- 
mosphere in the ward, and by acclimatization. The in- 
vestigations which will be necessary to elucidate the 
patient’s state and disability should be explained be- 
cause co-operation is obtained in this way and fear is 
relieved. 

Having taken a clinical history and examined the 
patient, the surgeon is then concerned to assess the degree 
of limitation of exercise tolerance imposed by the disease. 
Upon this assessment the necessity of operating will 
largely be based, and in coming to a conclusion in this 
matter the nurse who observes the patient walking 
about the ward can give a useful opinion. 

The special investigations which will be required are: 
a blood count and estimation of the haemoglobin; 
radiographs of the chest to ascertain the state of the 
lung fields and the presence or absence of calcification 
in the mitral valve and the size and shape of the heart; 
screening with a barium swallow to outline enlarge- 
ments of the left atrium and the right ventricle; and 
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determination of blood group for transfusion later gfihich 
Cardiac catheterization of the right or the left healMsher t 
may be required in doubtful cases. The former is dog, our 
by passing a catheter, under local anaesthesia, up ¢ nypno 
brachial vein into the right side of the heart, and § 
latter by passing a needle down a bronchoscope throygaPre-O 
the wall of the left main bronchus into the left atriugl On’ 
Both these investigations will impose a certain straifires 
upon the patient, and they may be necessary in order #Miyith ¢ 
ascertain not only the degree of right heart strain byarry 
also the damage that has been done to the lungs bilhe in 
back pressure and the presence or absence of incomlhe 0 
petence complicating stenosis of the mitral valve. fp the 
in the 
Reassuring the Patient prope 
Having the results of these investigations, the patiength¢ ™' 
is then informed that mitral valvotomy will probably pguest 
beneficial, and a broad outline of the operation is egme" 
plained. This is best conveyed by saying that the mitragand 
valve in the heart is not working freely and that it wigpos!™ 
be possible to improve its action. A perfect result can fic 
not be guaranteed but the majority of patients will bg@¥@" 
greatly improved by the operation. After the operatiog the t 
a period of ‘running-in’ will be essential before tha 
maximum benefit is achieved; it takes time for the hearg dct 
to acclimatize itself to the altered mechanics of tl 
circulation. lear 
Before operation the patient is instructed in breathing hea 
exercises by the physiotherapist, so that post-operative e | 
the movements of respiration, which will be painful 
will be as efficient as possible. Drugs such as digitalis 
and mersalyl may be prescribed pre-operatively; the 
first to ensure efficient slow heart action and rhythm 
and the second to reduce oedema if it is present. The 
patient is encouraged to be up and about unless cardiag 
failure prevents it. Cardiac failure is a contra-indicatior M 
to operation unless it can be controlled, and conse 
quently the patient will have to be nursed until the 
failure has been overcome. The night before surgery 
the consent form is signed, and the purpose of the post- 
operative intercostal drain and transfusion apparatu t 
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later @lihich wil! be used are explained. No skin preparation 
‘ft healsher thar shaving and a bath is considered necessary 
r is down our unii; but a good night’s sleep is ensured by a 
> Up tiihypnotic such as Seconal or sodium amytal. 

and 


Arrangements 
atrium On the morning of the operation the patient is bathed, 
N Straiffiressed in a clean nightgown, and put in a bed remade 
Ordert&yith clean linen. The support to 
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transfusion. The peripheral pulses in the legs are especi- 
ally felt, for if they are not present, and if the legs are 
cold, it is possible that an embolus has occurred in one 
of the large arteries of the limb and this may require 
an emergency operation. 

The patient, who by now has recovered conscious- 
ness, is encouraged to breathe deeply, to open his eyes, 
put out his tongue, and to move his limbs. This is to 

verify that there are no obvious 


‘ain bulkarry the infusion apparatus and 
ungs bathe intercostal drain, as well as 
‘Incomihe oxygen carrier, are attached 
ve. fo the bed while the patient is 
in the bath. This equipment, if 
properly set up at this time, leaves 
the nurse free to care for the pa- 
tient more easily later on. Pre- 
Emedication is given in the ward 
and the patient is settled in the 


signs of post-operative cerebral 
damage. It is an advantage to 
have the same nurse who knew 
the patient before operation to 
supervise this period of recovery. 
The position of the patient in 
bed in the early post-operative 
phase is determined by the state 
of respiration and the presence 
or absence of shock. It is not 
necessary to sit the patient up 


ition of maximum breathing 


ficiency behind curtains to 
await transport to the theatre in 
the bed. During the interim be- 
tween leaving the ward and in- 
duction of anaesthesia, tachy- 
cardia due to any cause such as 
far must be prevented. If the 
ino heart starts beating too quickly 
J the left ventricle has no time to 
fill in diastole because the blood 


PARIETAL 


VISCERAL 


DRAINAGE 


BOTTLE 


PLEURA 


PLEURA 


TUBE 


unless cardio-respiratory action 
is improved by so doing. The 
best comfort that is possible is 
desirable because this facilitates 
breathing as well as the normal 
action of the infusion and the 
intercostal drain. Two pillows 
placed side by side lengthways 
| with a third across the top of the 
“| first two gives adequate support 


zitaligg cannot get through the mitral 

J valve, and in consequence blood accumulates in the 

lungs and can cause acute pulmonary oedema. The 

patient should be sent to the theatre sitting up in bed 

4 if breathing is more efficient in this position. 

While the patient is away from the ward, oxygen, 
apparatus for transfusion, stethoscope, clamps for the 
underwater drain, tapes, sphygmomanometer, the chart 
for the half-hourly pulse, and various other details are 
prepared. 

«induction of anaesthesia is performed while the 
patient is still in bed, and only after unconsciousness 
has been achieved is the patient laid fla®and moved on 
to the operating table. The bedclothes are made into a 
pack outside the theatre and the bed is prepared to 
await his return to the ward after the operation. 

After the operation has been completed the anaes- 
thetist will not allow the patient to return to the ward 
until he is satisfied that consciousness has returned and 
that bronchial obstruction is not likely. Neither cardiac 
hor respiratory arrest can be dealt with efficiently by 
anybody while the patient is on the way back to the 
ward, and that is why the patient waits in the theatre 
until both these complications are unlikely. 


On Return to the Ward 


On return to the ward the sister assesses the general 
condition. The following details are particularly noted: 
the volume, rate and regularity of the pulse; the colour 
and warmth of the skin; the state of the airway; and the 
position and efficiency of the drainage tube, and the 


in the semi-recumbent position, 
and further elevation may be obtained by increasing 
the number of pillows. Intravenous therapy will nor- 
mally be discontinued on the morning after the opera- 
tion, and the intercostal drain will probably be re- 
moved at the same time. 

The function of the intercostal tube is to keep the 
pleural cavity empty of blood and serum and to ensure, 
by maintaining a continuous slight negative intra- 
pleural pressure, early complete re-expansion of the lung 
on the operated side. Inadequate drainage will not de- 
lay convalescence, but will favour the onset of complica- 
tions in the lung and the pleural cavity. Temporary 
obstruction in the drainage system, indicated by lack of 
movement of the level of the fluid in the intercostal 
bottle, can be overcome by milking the tube to 
unblock it. 

The pulse and blood pressure should be estimated at 
half-hourly intervals until both have settled to normal; 
but watching the general clinical condition of the 
patient, and noting the volume of blood that drains 
into the bottle, is a more accurate way of detecting 
haemorrhage than measuring the blood pressure. 


Avoiding Pain 
Thoracotomy can be a painful operation and adequate 
analgesia should be given in order that recovery and 
normal function of the lungs may be regained as soon 
as possible. For example, if movement of the chest hurts, 
the patient will not breathe efficiently, and bronchial 
secretions may thus be retained and lead to consolida- 
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tion of a part of the lung. In lifting a patient who has a 
thoracotomy incision, shoulder pressure on the scar 
causes discomfort. Sitting the patient forward should 
be done by a hand placed behind the shoulder rather 
than by pulling on the arm on the side of the operation. 
Frequent attention should be given to pressure areas 
and to the mouth. Frequent small drinks rather than a 
glassful at a time prevent nausea and vomiting. Ice to 
suck is pleasing and refreshing. Free movements of the 
whole body should be encouraged from the outset be- 
cause this will soon alleviate pain due to stiffness, and 
so encourage rapid convalescence. The placing of a 
Sorbo air ring in the sacral area helps to maintain a 
comfortable position as well as relieving pressure. 

The day following operation a portable radiograph 
of the chest will be taken and if re-expansion of the lungs 
has been complete, and pleural drainage adequate, the 
drain will be removed. In our unit no dressings will be 
applied to the wound after this time. Care is taken to 
prevent air leaking into the pleural cavity when the tube 
is removed, and this is done by digital pressure on either 
side of the tube, maintained until a suture has been tied 
and a tulle gras dressing applied. The latter is removed 
on the following day, and the suture at the drain site is 
taken out on the eighth day. 


Routine 


From the third day onwards the patient follows a 
routine: twice daily blanket bathing, 4-6 hourly treat- 
ment of pressure areas combined with physiotherapy, 
regular movements and exercises, and the continuation 
of drugs such as digitalis and mersalyl. 

On the fifth day, if progress is satisfactory, more 
ambitious exercises are attempted. That is, the legs are 
swung over the side of the bed, and if this is tolerated 
without dyspnoea, sitting out of bed from then onwards 
can be encouraged. The patient should be able to walk 
unaided by the 12th day. 

The time spent in hospital following mitral valvo- 
tomy is usually three weeks, and during the last eight 
days exercise is carefully controlled. The patient has 
regulated periods of rest and movement, and after these 
periods of exercise the effect upon the pulse rate is 
checked by the nurse. In a person whois likely to achieve 
a good result the pulse rate will return to normal very 
soon after the patient stops moving about. 

Convalescence after leaving the hospital is desirable, 
and should be for a period of not less than three weeks. 
To make haste slowly is a good working rule for a post- 
mitral-valvotomy patient, and will result in an earlier 
return to a normal life. 


On Failure of Operation 


This description has not included any account of the 
special nursing problems which arise if the surgeon has 
not achieved the desired result, or if complications have 
been caused. It is a true statement that if the obstruction 
at the mitral valve cannot for some technical reason be 
overcome by the surgeon, or if in overcoming the ob- 
struction an important degree of incompetence is pro- 
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duced, the cardiac state of the patient on retu 
the ward will probably be worse than before the ope : 
tion. Heart failure and pulmonary oedema are then seq | 
ous and sometimes fatal. If, as a result of the operatig, 
an embolus has been dislodged from the surface of ¢gpisab! 
pathological valve, or from a clot in the atrium, varyjggpme" 
degrees of cerebral damage may have been produ pepe 
and will require special nursing. The patient may pgp t 
totally unconscious, comatose, or paralysed, and prot 
lems of feeding as well as control of micturition will ariel ror 
Post-operative pyrexia is not uncommon and may b 


due to reactivation of rheumatism, to traumatic pe nea 
carditis consequent upon the operation, or to a nent 
mulation of fluid in the pleural cavity. na 
unc 

In 

Success 
These unpleasant complications are fortunately rarq™™ 


nowadays. Most patients are delighted with the increasqt®™ 


in exercise, the absence of conscious heart action, and@™ 
the freedom from dyspnoea which follow this operation mT 


Physiotherapy 


GLADYS M. STOREY, S.R.N., F.C.S.P., 
St. Thomas’ Hospital, London 


PATIENTS ADMITTED for major thoracic surgery should 
be instructed by the physiotherapist in the exercises 
that will play a part in achieving an uninterrupted 
convalescence. These exercises will not be described in 
detail as they sometimes have to be curtailed because o 
the symptoms of mitral stenosis. 

Whenever possible the physiotherapy must dovetail 
with the nursing programme so as to avoid disturbing § 5 
the patient unnecessarily. sy 

Routine pre-operative training often involves the use #4 
of certain exercises, which will be discussed later. Inf 
mitral stenosis these exercises have to be used with dis-§ q, 
cretion because (a) many patients are admitted in, or 
go through, episodes of heart failure; (6) many suffer 
from cardiac irregularities, such as auricular fibrillation, 
which may contra-indicate certain activities; and (c) any 
exercises that produce tachycardia must be avoided. 
Tachycardia reduces the diastolic filling times of the 
ventricles. As the blood flows through the mitral valve 
during diastole, and this period is shortened when the 
heart beats quickly, the blood accumulates ‘in the left 
atrium and later in the lungs, producing pulmonary 
congestion and perhaps even oedema. 

The physiotherapist must take medical advice about 
the day-to-day state of the cardio-respiratory system. 
But anyone treating these patients regularly soon learns 
to recognize the danger signals. 

Apart from bronchitis, dyspnoea in mitral stenosis 
may be due to, or accentuated by, pulmonary oedema. 
These attacks may be nocturnal and transient and are 
a medical problem. 
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| yerative Physiotherapy 
thental |, Treatment of bronchitis. The principal disability of 


Deratiqg§hese patients is their limited exercise tolerance. This 
Lce of ¢isability is chiefly due to congestion of the lungs and 
, Varyngproduces dyspnoea on exertion. If it is complicated by 
roduced perimposed bronchitis, the dyspnoea is made worse 
may papod the load on the heart increased. 
nd prob The physiotherapist may help the patient suffering 
will arigetrom bronchitis by assisting expectoration with postural 
| may paprainage and by teaching efficient respiratory move- 
itic pegments. Bronchitic patients obtain relief with improve- 
’ accummment in posture, which leads to relaxation and better 
ntilation. This therapy will be undertaken in con- 
ynction with the medical treatment prescribed. 
In severe cases of bronchitis it may be advisable to 
yerform a tracheotomy either before or at the time of the 
‘ely rapqgitral valvotomy, in order to make respiration easier by 
increasgreducing the respiratory dead space, and also to enable 
on, an@pronchial secretions to be sucked out if coughing be- 
eration gcomes difficult or ineffective. 
The physiotherapist can play a part in treating a 
patient who has had a pre-operative tracheotomy. With 
the patient lying on one side, percussion is given over 
the chest wall with the object of assisting the secretions 
from the insénsitive periphery of the lungs towards the 
major bronchi where there is a cough reflex. The 
patient is then encouraged to breathe out, using the 
lower part of his chest and upper abdominal wall, and 
finally to try and cough. At this stage the nurse intro- 
duces the catheter from the suction apparatus into the 
should {tracheotomy and sucks out the bronchial secretions. 
ercises { Lhe same procedure will then be performed with the 
upted § Patient lying on the other side. As soon as sucking is 
sed ing completed the patient should be instructed in quiet 
use of breathing with emphasis on the control of diaphrag- 
matic movement. 


2. Embolism. In mitral stenosis there is always the 
risk of embolism. Embolism is of two sorts, cerebral or 
systemic, and is due to fragments of clot from the left 
atrium entering the circulation and occluding one of the 
cerebral or peripheral arteries. In the former, the patient 
develops neurological paralysis such as hemiplegia. 


vetail 
rbing 


All the illustrations in this 
symposium are by Miss 
j. Dewe, medical artist, 
St. Thomas’ Hospital. 


Hemiplegia is not a contra-indication to operation. The 
fact that one embolism has occurred often presages a 
second, and is, therefore, a point in favour of operation 
on the mitral valve. 

The aims of physiotherapy in the care of a patient 
suffering from cerebral embolism are: (a) to induce 
mental and physical relaxation, (5) to maintain circu- 
lation, (c) to prevent deformity and abnormal posture 
by obtaining as full a range as possible, (d) to re-educate 
and co-ordinate returning movements, and (e) to teaclf 
the patient to compensate for permanently paralysed 
muscles, and ensure that splints or appliances fulfil 
their purpose, fit properly and are being cared for ade- 
quately. Where possible the treatment of choice for the 
occlusion of large arteries by embolism is early surgical 
removal. 


3. Exercise tolerance. The physiotherapist may be re- 
quired to make simple measurements of exercise toler- 
ance. The tests may be performed in a number of 
different ways, the simplest being for the patient to step 
on and off a platform of known height at a given rate 
and note the time taken to perform the test; the reason 
for stopping and the patient’s condition at the end of 
the test (with special reference to the pulse rate and 
rhythm and the time taken for the pulse rate to return 
to pre-exercise level) are noted. While some patients 
are easily distressed by mild dyspnoea, others tolerate 
severe dyspnoea in an effort to complete the test. These 
observations may influence the advice given after the 
operation regarding how much the patient may be 
allowed to do. 


4. Pre-operative training. During the pre-operative 
period the physiotherapist concentrates on training the 
patient in the control of diaphragmatic movement and 
expiratory breathing. In severely incapacitated patients, 
breathing exercises themselves may cause distress be- 
cause the lumen of the valve may be insufficient to allow 
the increased circulation. The post-operative routine 
used to restore and maintain respiratory efficiency and 
prevent postural deformity must be explained to the 
patient. The fear of ‘bursting the stitches’ should be 
anticipated and the patient reassured and instructed 
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how to support the incision during coughing, thereby 
giving a feeling of security. 

The postural deformity that is likely to occur as a 
result of the thoracotomy is a scoliosis with the con- 
cavity on the left side. The patient tends to sit with the 
weight mostly on the right buttock. All who care for 
these patients should appreciate the importance of 
helping the patient to balance evenly on both buttocks, 
in the middle of the air-ring, placed in the middle of the 
bed. The pillows should provide adequate support for 
the lumbar spine to ensure comfort and relaxation. 

Expiratory breathing, using the lower ribs and upper 
abdominal wall, is a factor in assisting any excessive 
secretions from the insensitive periphery of the lungs 
towards the area of cough reflex, and should be carefully 
taught and practised before the operation. 

Foot movements are taught and encouraged to help 
to maintain the circulation. 


Post-operative Physiotherapy 


The whole of the post-operative programme depends 
upon what has been achieved at operation. 
The patients fall into three groups. 


1. Operation unsuccessful. The mitral stenosis cannot be 
overcome for technical reasons. The cardiovascular 
state will probably be worse than before operation. 
Physiotherapy has very little to offer apart from a modi- 
fied routine of breathing and the maintenance of joint 
mobility and circulation. 


2. Operation a partial success. The patient will probably 
get some improvement if the immediate post-operative 
period can be negotiated successfully. The physio- 
therapist will proceed cautiously at first. 


3. Operation a technical success, that is, the stenosis has 
been relieved and the valve cusps are working well to 
prevent regurgitation. A good result may be anticipated. 
The convalescence should be uneventful and the rehab- 
ilitation rapid although the deformity imposed by the 
disease has been alleviated and not removed, and it 
may be necessary to restrain the over-enthusiastic or 
encourage the pessimistic patient during rehabilitation. 


Immediately after the operation the physiotherapist 
should try to restore respiratory function by overcoming 
the patient’s fear of doing anything that might be 
harmful or painful. The depth of respiration may be 
increased by encouraging expiration. The pain nor- 
mally present is made worse by muscle spasm so the 
patient should be encouraged to relax and move the 
limbs. 

_ There can be no set programme or progression as 
each patient must be assessed daily and treated accord- 
ing to the instructions received from the surgeon. 

Assuming the patient’s condition to be satisfactory 
the treatment carried out by the physiotherapist may 
be divided into four main groups: 


(1) prevention of postural deformity ; 
(2) restoration of respiratory efficiency ; 
(3) coughing and expectoration; 
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(4) maintenance of mobility and the restoration oft 

function of all parts of the body. 

The methods used vary with each unit, but one efear” 
tive sequence is achieved as follows. : 

The patient having been given a suitable analgeg 
the nurse and physiotherapist combine and sit 4 
patient forward from the pillows, remove all pill 
except one, then lift him down and towards the left-hay 
side of the bed—care must be taken to ensure that thy. 
lift is performed without pressure being applied to th 
incision. The patient is then lowered on to his right sig 
and asked to bend his knees up. In this side-lying poi ! 
tion the nurse is free to treat the pressure areas whi . 
the physiotherapist gives massage to the shoulder anal 
to obtain relaxation, then encourages long expiratory. 
breathing, coughing and expectoration. During th 
coughing efforts the physiotherapist should support th 
chest wall over the area of the incision to give the patier 
both confidence and comfort and should encourag 
strong coughs rather than weak ineffective ones. Vibra 
tions on expiration may be given to assist expectoratior 

If the patient is comfortable he may like to try anc 
sleep in this position for about half an hour. The res 
of the physiotherapy programme is then _postpone¢ 
until he wakes and is sat up. The nurses should obsery 
the simple points to help in preventing postural d 
formity, thus sparing the patient the complication } 
that may follow. 

Having ensured that the patient is in the best ana-jto 
tomical position for comfortable and efficient respira-f{r 
tion it is now possible to encourage good and equalj% 
movement on the two sides. Special attention must bef™ 
paid to the thoracotomy side which tends to become 
inhibited by pain. th 

As a result of the movement further coughing and ,, 
expectoration may be achieved with the aid of firmgy 
support by the physiotherapist. 

The patient is also encouraged to move his feet andgit 
legs to help maintain adequate circulation and theng 
following massage if necessary to achieve relaxationg® 
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ive assisted movements of the left arm should be 
arted. By placing the two hands together the patient 
suches the chin, the nose, the forehead and then 
aches upwards towards the wall above his head. This 
movement can be encouraged by the nurses who will 
ppreciate the patient’s hands being ‘out of the way’ 
hile the bedclothes are being pulled up. 

This routine continues each day while the patient is 
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left-hand bed, but the amount that the patient does for himself 
> that til. be increased as permitted. 

ed to NM ~Towards the end of the week the patient is usually 
right sidfl vepared for getting up by sitting on the side of the bed 
108 Por the leg exercises and postural correction where 
CaS Wh ecessary. The distance that the patient is allowed to 
der Ke in the ward is carefully controlled by his condition, 
‘piratorieut by the end of the second week a slow progression 
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» walking up and down two or three stairs may be con- 


yStpon 

obsery 

ural defy) ack AT THE HOSPITAL AGAIN, I was kept in bed for a 

licationg| }4 month, my bed being taken every day into the day- 
room for school. At the end of a month I was allowed 

est ana-jto get up. We all got up at 5.30 a.m. to give us time to dress 

respira-ffor breakfast at eight. The nurses would wake us and. give 

d equalf's our clothes, then dress the babies before helping us. I did 

must bet to dress myself, but never managed more than my 

becomes Bickers and drill-slip as I was afraid of falling off the bed. 

Bibs were put on for meals, but it made no difference; 
there were not enough nurses to feed us all so we had to feed 
Ng aNd ourselves and the food went everywhere. When we did not 
of firm jike our food it would go on the floor or on the ceiling. 

After tea, at about four o’clock, we were put to bed and 
it was this time of the day that I liked best. I could sit up in 
bed with restrainers (long tapes) tied on to stop me falling 
over, and could draw or sew, or play with the girl in the 
next bed. Sewing was done with a bodkin, as a needle was 
too dangerous, and it was hard work and the material be- 
came rather messy by the time I had finished with it. 

Not all the children in the ward were spastics. Some were 
mentally deficient, some had had polio, and there was one 
boy who had a wasting disease. He used to sit in his wheel- 
chair and would write everybody’s letters for them. When- 
ever we found ourselves alone, Laurence, for that was his 
name, would tell me about his family, or if I got into trouble, 
I would tell him about it and he would help. 

Of the spastics, some were weak and stiff, some could not 
keep still and some had epileptic fits. There was oneverysmall 
boy called Brian who could do nothing for himself and used 
to go round in a walking chair, until he had an operation to 
uncross his legs after which he stayed in bed. There was 
Rita, who slept next to me, so that I could call the nurse 
when she had a fit at night. We were not classed as mentally 
deficient because we were not certified, but everyone thought 
we were not quite right in the head. Some of us were taken 
to another ward three times a week for drill and simple 
exercises. 

Because most of the children had been in hospital since 
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* Excerpts from the book published by Faber and Faber, 15s. 
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templated. As activity is increased the physiotherapist 
will need more careful guidance on the effect of her 
treatment. During activity, dyspnoea, as opposed to the 
increased rate of respiration, is the indication of in- 
tolerance and should be carefully watched for, so that 
the patient may be rested immediately, even though 
the estimated work has not been completed. 


Conclusion 


The main aims of physiotherapy in the treatment of 
a patient suffering from mitral stenosis are to prepare 
him for surgery and then ensure efficient ventilation, 
postural correction and, by graded activities, to enable 
the patient to return to his occupational and recrea- 
tional activities at the earliest possible date. The physio- 
therapist must work closely with the other members of 
the team. 


SERIAL*® 


they were babies and knew nothing of the outside world, 
their games were based on hospital life. They did not know 
what a train or a pram was because they had never seen 
one; they did not know what a shop was; they could only 
talk about things that went on in hospital. They lived in a 
world of their own, but this was because they knew no other 
life and not because they were silly. 

Because of my bad speech and because I had lived at 
home until I was twelve, the children did not always under- 
stand me. And when they did they did not always believe 
me because I talked of a world they did not know. I was 
called the ‘know-all’ and except for talking a little with 
Laurie I grew very quiet and often played by myself. 


One day we had a new boy in the ward; a weak little 
thing who could not keep still. He could not talk because he 
could not open his mouth very wide. His name was John— 
‘my John’ as people call him to this day, and he was going 
to play a very big part in my life in the years to come. 

got tired of just sitting at the table all day long, so after 
a while I asked sister if I could use a walking chair. The 
only spare one was rather small and was a three-sided affair 
with three wheels on the bottom, a very small tray in front 
and a saddle of webbing to sit on, which made me so sore 
that I took it off. I did not know how much harm I was 
doing myself, so I used to go everywhere in this monstrosity, 
dribbling all the time. I used to lean over the top rather far 
because the more I leaned the faster I could go. 

In the late summer of 1942, John, Laurie and I became 
good friends. We used to talk and play together by the hour. 
Laurie loved to hear about the outside world. He could play 
the piano wonderfully and would play anything we asked 
for. John read a lot. I did not have many friends at this time 
and when the two boys wanted to play on their own I felt 
very hurt and unwanted as the other children did not want 
to play with the ‘dribbler’ or the ‘know-all’. 

At eleven o’clock on New Year’s day 1943, John and I 
were playing draughts, sitting on the floor of the dayroom 
when sister walked briskly into the room followed by a small, 
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dark-haired woman in her thirties. We were so engrossed in 
the game that we ignored her for about five minutes until 
the dark-haired lady interrupted our game by saying, 
“Which of you is Vera Dean?” 

“TI am” I replied, and with those few words my whole life 
was changed. With one hand held firmly at the back of my 
neck she helped me up from the floor and said “‘March’”’! 

I was so surprised that I simply did as I was bid while 
her hand behind my neck helped me to balance. In what 
seemed to be no more than a few seconds we arrived at the 
Separation Room, or Sep.—a small room next door to the 
ward. The strange woman sat me in an armchair and said, 
**Please get undressed. By the way, my name is Collis, and 
I am going to examine you.” 

After watching my clumsy efforts to undress, Mrs. Collis 
lent me a helping hand and put me on a slippery couch. 

“Let go”, she said soothingly, and I wondered what she 
meant, and shyly asked, ““What do you mean, yee - 

She showed me with her hands how to go floppy and 
loose, as when you are about to go to sleep. Of course, the 
more I tried to ‘let go’ the more I shook. Then Mrs. Collis 
produced a metronome and listening to its beat helped me 
to take my thoughts off my shaking body. She helped me to 
move my arms about; her hands were strong yet gentle, and 
she used them in such a certain way that I could not help 
trying to do what she told me. 

Now it was dinner-time and, instead of letting me go back 
to the day-room, Mrs. Collis brought my dinner from the 
kitchen and set it out nicely on the little table in the room. 
I picked up the spoon with my left hand; a nice bit of 
potato in the first spoonful went up to the ceiling, the next 
went on the floor. Out of about six spoonfuls, about one 
reached my mouth. I was so scared of kicking over the table 
or of giving Mrs. Collis a blow on the face. It was obvious 
to her that if I continued at this rate the dinner would soon 
be gone and I would still be hungry, so she helped me with 
the rest of the meal. 


Mrs. Collis had recently been in America where she had 
met Dr. Phelps who had an institute for cerebral-palsied 
children. She had always been interested in the study of 
movement, so she went to work with Dr. Phelps; and when 
she had to return to England he asked if she would try to 
work for the cerebral-palsied in this country. 

When she arrived she talked to many doctors and authori- 
ties all over the country, but everyone was so busy with the 
war that they did not have the time or the energy to investi- 
gate the subject. However, at last one doctor did listen to 
her, and he agreed, although without much hope of results, 
to let her try out her ideas at my hospital. She started her 
work there on January 1, 1943, the day she and I first met. 

I think Mrs. Collis’s study and research into the problems 
of cerebral palsy have shown that it is important to remem- 
ber that it is from the brain that things go wrong, and not 
one or more parts of the body or muscles that are affected. 
Also, each cerebral-palsied person is different from all the 
others—I know plenty of children and adults with this 
handicap and no two of them are exactly alike, although 
they can be broadly divided into groups or types. 

Of course Mrs. Collis has tried many ways and many 
different things to help the handicapped child. She discards 
that which is not helpful and builds upon that which proves 
good, so that treatment today is much simpler and yet more 
effective than it was in 1943. She has also shown that the 
best way of helping these people is for their handicap to be 
diagnosed in infancy, so that their upbringing can be man- 
aged from the beginning with regard to their difficulty. 

The cerebral-palsied person has got to be helped and 
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shown how to move in a way that does not come naty 
to him. People who understand his problem can help higm 
he cannot manage on his own. On the other hand, no} 
can move for him—this he must do for himself, and ne 
can speak for him either. Mrs. Collis often repeated thigy 
me as she showed me how to make good use of my lig 
function. 

It must be remembered that for the cerebral-palsied@ 
son even a simple act may be as difficult as walking a 
rope would be for most normal people. It is always ing 
ant that an atmosphere of serenity and concentration sam 
prevail when the child is trying to learn how to live 
that means all the time. 

(to be continued ) 


Book Reviews! 


You and Your Heart (revised edition). H. M. Marvin, wi 
T. Duckett Jones, m.p., Irvine H. Page, m.p., Irving S. Wright 
Maclyn McCarty, m.p. Signet Key Book, New American Libram 
4s. 


This book deals with the main heart diseases, giving care 
chosen case histories and drawing satisfactory conclusions. I {# 
the authors were unduly optimistic over the outcome of treatme 
both medical and surgical. The late T. Duckett Jones’ chapter¢ 
rheumatic fever is informative, particularly from a pr 
and public health angle. 

The anatomy and physiology of the heart and circulation 
given in considerable detail, unfortunately with only two diagrams 
This must make it difficult for the layman to understand, 

Naturally, most attention is paid to the achievements of Amete 
can physicians and surgeons but I was rather sad to read William 
Harvey dismissed in one chapter as an absent-minded physician 
who allowed Charles II’s children to go too near a battle! 

The book gives an interesting sidelight on the American attitude 
to ill-health. It costs them time and money to be ill and therefore 
they accept the presence of disease as a challenge and are en- 
couraged to find ways and means of combating it and to take re- 
sponsibility by contributing towards research. 

All the specialists emphasize the need to consult the doctor, to 
guard against needless worry and to avoid the perils of self- 
diagnosis and treatment. 


j.B.G., s.R.N., S.C.M. 


Social Implications of Nursing Training in Developing 
Communities. T. C. Lonie, m.B., CH.B., D.P.H. Available from 
the Public Health Officer, South Pacific Commission, Noumea, New 
Caledonia. 

This booklet is written as an encouragement to South Sea 
Islanders to train as nurses. The author makes two curious assump- 
tions for 1958. He says that the male nurse has but a temporary 
role in the general nursing field and that women have natural 
aptitudes which men cannot acquire for nursing. Later he says 
that the nurse from the first day of training enters a vocation and} 
comes under a discipline that may well last for life. South Sea 
Islanders will have a gap between their way of life and that of the! 
nurse which is immense, so the vocational attitude must be stressed. 

It is impossible for a Westerner with no experience of such a 
community to judge the type of impact that such an appeal will 
make. The sincerity and highmindedness of the author cannot, 


however, be in doubt. 


P. D. N., 8.R.N., M.C.S.P. 


BOOKS 3RECEIVED 
Report or Stupy Tour or Hosprras in THE GERMAN FEDERAL 
Repus.ic, June 3-14, 1958. International Hospital Federation, 34, King 


Street, London, E.C.2. 
A Private House or Prayver.—Leslie D. Weatherhead. Hodder 


and Stoughton, 12s. 6d. 
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It was a charming wedding scene (above) when Miss 
Lenzi Kunzig, a Swiss nurse at Edgebury Hospital, 
e en- Woburn Sands, nr. Bletchley, married Mr. James Barn- 
¢ re- well. Two Swiss friends in national costume were 


r, to 

self- 

cu, § Dalerprising nurses (see below) 
at the Royal Albert Edward In- 


famary, Wigan, have formed a 

swimming club—undeterred by 

the onset of winter! There was a 

good attendance at the first meet- 
ing on October 8. 


Right: an ex-polio patient, 
Miss Sheila Raweliffe, starred 
in a recent television programme 
screened at the College for the 
Disabled, Leatherhead, Surrey, 


where she is learning to type with 
hand. 


ING 


Above: Aust- 
ralian actress, 
Dorothy Allison 
(centre of row) 
with West Mid- 
dlesex Hospital 
nurses. She was 
Starring in T.V. 
feature ‘Emerg- 
ency Ward 10’. 
In circle: this 
ten-year-old girl, 
who was a Rhesus 


presented badges 
to 16 blood donors. 
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TWO PAGES EVERY WEEK— 


Some ‘Tricks 
of the 
Trade’ 


Sensible ways of dealing with 
Minor Mishaps which turn 
up in Surgeries and O.P. 
Departments — suggested by 
Dr. William Edwards. 


things up their noses: peas, beads, 

date stones—and there was a passing 
fashion for nuts off meccano sets. They’re 
too slippery to remove with forceps; you 
only push them further in. As for hooking 
them out, well, where’s the hook ? Unbend 
half a wire paper fastener (you keep the 
other half bent for a handle), and with a 
pair of Spencer Wells forceps twist a neat 
little hook in the end. Coax your hook up 
past the foreign body, give it a half turn 
and withdraw, and you have the treasure 
trove delivered. 

Don’t experiment with things in the ear 
unless you’re a dab hand—you might 
poke a hole in the drum. The snag about 
ears is the customer who wants them 
‘syringed. If you are terribly busy, you take 
a good look down the hole with an auri- 
scope and say: “Ha! hard as a rock. Put 
warm olive oil in every night and come 
back Thursday.” But the clever patient 
retorts: “that’s what I was told to do last 
time.”’ Check! 

In syringing ears, don’t squirt straight 
in. That bashes the wax against the drum. 
Squirt upwards, so that your jet shoots 
along the roof of the canal and brings the 
wax away on its return journey. It’s easier 
if you straighten the canal by taking hold 
of the ear flap and lugging it backwards. 


Splinters which get under nails always 
break off short, get saturated with blood 
_and tear if you touch them. You can’t get 
them out unless you first cut away a big V 
.of nail, to leave you with something to 
grip. This is one of the few occasions when 
freezing makes a good local anaesthetic. 
You can use an ethyl chloride spray, but 
far better if you have access to it is a stick 
of solid carbondioxide, as used in skin 
.departments for removing small blemishes. 
Anyhow, freeze a chunk of nail and cut 
your V before it thaws. Then you can 
_easily grasp the splinter with forceps. 

A much easier job is the patient who has 
.caught his thumb in the railway carriage 
.door, or dropped a girder on his toe. The 
nail is black and hurts a lot. Bore a hole 
in it: this is quite painless. Put the point of 
_a scalpel vertically over the blackest part, 
_and keep twiddling it round, with a little 
pressure. After about two minutes a gout 
.of gore will appear in your hole. More 
twiddling, some gentle pressure, and you 
.can evacuate the haematoma through the 
.hole, take away all the pain, and possibly 


Hire kNows why children shove 


What to do when you burn your 
finger on the sterilizer....... 


prevent the nail coming off. 

A small boy has cut himself, or fallen 
on some glass and the wound gapoes. It is 
automatic to say: ““That wants a stitch’’, 
at which Bobby howls, and you have to 
organize a trolley. This stitch business is 
a hoary tradition. There are better ways. 
Clean and dry the surrounding skin. Take 
a strip of sticking plaster about two or 
three inches long and a quarter of an 
inch wide, bring the edges of the cut to- 
gether with your left hand, and apply the 
plaster transversely to the cut with your 
right. It is just as effective as a stitch, 
painless, no trouble, and doesn’t leave 
scars of stitch-holes in its wake. You can 
do it to any size cut if you use enough 
strips, about an inch apart. 


Girls who don’t wear stockings get shoe 
rubs at the back of the heel, which are 
quite painful and sometimes blistered. If 
you put on a thick enough dressing to 
prevent any more friction, the shoe won’t 
go on; but you don’t really need a dressing 
at all. Put a half inch pad, preferably of 
sponge rubber, inside the heel of the shoe 
—fiat down, under her heel. This raises 
her foot out of the shoe and the rubbed 
patch of skin no longer has to compete 
with lizard skin. It will heal by itself. 

Talking about shoes, what’s the best 
treatment for a sprained ankle? Of course 
you start off with a cold compress or a 
tight bandage to keep it from swelling, but 
after that ? Send a pair of her flattest heeled 
shoes to the cobbler and get him to put 
a 4 inch wedge on the side where the 
sprain is—usually the outer side. This 
takes all the strain off the damaged liga- 
ment, and the victim can walk about quite 
happily while the thing heals up, with no 
further treatment. 

Another commonplace is the runner or 
tennis player who wrenches his calf 
muscles. Sheer agony to walk. Get him to 
buy a couple of rubber heels and clump 
both of them on to his shoe heel. Lifting 
his heel like that takes all the strain off the 
calf, and he too can sign off and go back 
to work. 

What do you do when you burn your 


TO INTEREST YOUNGER NURS 


3-&3 fingers on the sterilizer? Are you brave 
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Please write to Dr. Willian 
Edwards if you would like » 
article on any particular medical 


topic: address at foot of last page 


uncomplaining, or do you wear a social . 
great bandage and look pathetic? Bea, 
to dive for the cold tap and hold the by 
under it for five minutes. This takes 
all the pain and stops it blistering. Quy 
the best first aid for small burns. 

All head injuries are potentially ¢ 
gerous and need watching, but you 
often be confronted by little Tommy wis. 
has fallen out of a tree on to his head. Hi 

an anxious mother but looks the pix 
ture of health. The operative questiog 
are: was he unconscious af all? Was 
sick ? Was his eyesight affected by bl 
or double vision ? If it is no to the lot, it 
highly unlikely there’s any serious dé 
But if he even complains of a headache 
don’t take risks. A bash on the head: 
bounces the brain about inside the sk 
like an apple in a barrel. 
Never, if you can possibly avoid j 
try to treat fractures. Every patient ex 
pects a perfect result as a matter ¢ 
course. You will get no credit if ye 
succeed, and will probably be sued fog. 
damages if you fail. 

With a dislocation, on the other hand, 
you either succeed, completely and dram- 
atically, or you fail right away and car 
pass the buck. So if you have the skill iti 
worth trying to earn that sheepish, grate 
ful word of thanks. The easiest dislocatior 
to reduce is a finger. They get knocked ow 
of joint by cricket balls and suchlike, afte 
which they stick out from the back of thal” . 
hand at a most peculiar angle. All you have * 
to do is to take the hand in one hand, tht “ 
finger in the other, and pull them apart. mm 
You go on pulling till the patient’s m nd 
tire, then the thing suddenly gives way and Ho 
slips into place. Dislocated elbows, on th 
other hand are definitely a job for the ~ a 
orthopaedic surgeon. 

Lastly, the fishbone in the throat. “Itg),. : 
went in while I was having my dinner,j 
nurse.” Nine times out of ten it is no sick n 
longer there, but she won’t believe you; 
the tenth time it is firmly wedged in some§ 7, 
awful place you can’t get at. Leave fish 
bones in the throat to someone else! 


* 


Beef Sarmalas 


Another tasty You will need: Cold beef (ot 
Supper Snack veal); clove of garlic; pare 

ley, thyme or sage; seasom 
ing; thin rashers of bacon; small onion; 
small tin of tomatoes; 1 egg. Method: 
mince the meat, onion, garlic and herbs. 
Add seasoning and beaten egg. Roll por | M 
tions of the mixture in the rashers, and 
place in a fireproof dish. Pour over the tin 
of tomatoes and bake in a moderate oven § fits c 
for 40 minutes. 
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pOCTOR—NURSE RELATIONSHIP 


Mapam.—A doctor spends roughly 20 
geutes in each 24 hours with a patient 
4 nurses spend the remainder. The 
MBistor is therefore very dependent on the 
’s report, which he expects to be brief 
j to present only relevant facts; while a 
can depend on the shrewd, trained 
tion of an experienced nurse, it 
» follows that she must share responsi- 
for subsequent treatment. 
ll These are obvious facts, but in view of 
Pin. remarks attributed to Dr. K. J. Grant 
a in Talking Point, October 10, they need 


"Betting out. 
"@ In the last 20 years or so a doctor’s 
training has altered, and because a nurse 
SBnust be able to follow a doctor’s trend of 
Bhought and take over a number of tech- 
ical skills in emergencies, her training has 
» altered; but the basic relationships 
rannot change because the one is useless 
ithout the other. 

It will be a great day when doctors 
knowledge this basic fact, and help the 


‘oid 
“nt ex 
iter ¢ 


if YONG to improve the training and status 

ed the nurse. 

hand G. IrENE BUCKLAND, 8.R.N., S.C.M., 
IND.N.CERT. 

dram- 

d car 

ll it FLORENCE NIGHTINGALE’S MANTLE 

Mapam.—With reference to Talking 


d oul oint in your issue of October 10, we are 
‘aftel’tY Pleased to note that at last publicity 
of thegeas been given to the state of affairs exist- 
havelé in some hospitals whereby patients are 
1 thegeroused at an unearthly hour, because in 
part sent years quite a number of our pro- 
fasion and other people have given voice 
gmtoand written on this subject. 
» the However, I am surprised at Wrangler’s 
 thepsuseestion with regard to the mantle of 
Florence Nightingale. For students of her 
«pple know that her main energies were 
Gurected towards the alleviation of the 
conditions detrimental .to health, 
ck nursing being only a part of her con- 
cern. 


Bi 
“fap The mantle will fit the shoulders of that 
person who eventually brings her ideals to 
fruition, namely the successful integration 
of the promotion of health, prevention and 
cure. 

So far as I know, the mantle still hangs 
on its peg, rather dusty, or maybe like 
many other of our national treasures, it is 
packed for export. 


Yvetre E. Buckoxke. 


A PATIENT’S GRATITUDE 


Mapam.—Through the courtesy of the 
Nursing Times may I ask your readers to 
join with me in praising God for the bene- 
fits of modern surgery. 

I have recently recovered from a so- 


SEBS AS 


MORE LETTERS 


called ‘incurable’ mitral stenosis. My 
wholehearted thanks are due to Dr. Paul 
Wood, Dr. Towers and Dr. Perry, Miss 
Mead (the ideal ward sister), and all their 
colleagues at the National Heart Hospital. 
In particular to Dr. Wood for giving me 
hope from despair and for introducing me 
to Sir Russell Brock at Brompton Hospital. 
My debt of gratitude can never be re- 
paid to Sir Russell Brock and his surgical 
team for their very human sympathy and 
courageous technique; to the sister and 
staff at York surgical ward for skilled 
nursing; and to the medical and nursing 
staff where I convalesced. 

Ivy M. B, TickNer. 


CONGRATULATIONS! 


Mapam.—Congratulations on the Talk- 
ing Point by Guest Wrangler | in your 
issue of September 26, on the subject of 
masks. I agree wholeheartedly with all of it. 

Er.ren C. FLANAGAN, 
Montreal Neurological Institute. 


GUILDFORD CATHEDRAL WINDOW 


Mapam.—It is with great pleasure that 
I can now tell you that the target for the 
Nurses and Midwives Guildford Cathedral 
Window Fund has been reached. The 
grand sum of £1,170 has been collected. 

I would like to take this opportunity of 
thanking all the nurses and midwives for 
their very generous gifts to make this pro- 
ject possible. 


Dapune HEALD, 
Chairman, Nurses and Midwives Guildford 
Cathedral Window Fund. 
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Radio and Television Programmes 


B.B.C. Home Service . . . Flora 
Robson will appeal on Sunday, October 
26, at 8.25 p.m. on behalf of the Hostels 
for Crippled Invalid Women Workers in 
Seah Hill, South London. 


B.B.C. Television .. . How Your Body 
Works, on November 5, describes the 
blood and its uses. It illustrates the work 
of the National Blood Transfusion Ser- 
vice. ‘How are you ing to stick to that 
slimming diet?’ is the big question that 
the fifth programme in Slim for Health 
answers on Thursday, November 6. 


Health Matters 

A SERIES OF LECTURES On matters relating 
to health will be held on Wednesday even- 
ings from November 5 to February 4. 
Further details from the Socialist Medical 
Association, 13, Prince of Wales Terrace, 
London, W.8. (western 7770). 


Discussion Meetings 

A series of discussion meetings is to be 
held by the National Society of Children’s 
Nurseries at 45, Russell Square, W.C.1, 
from 6.30 p.m.- 8.45 p.m. on Wednesdays, 
November 19, January 21, February 18, 
March 18 and April 15. Among the sub- 
jects are The General Practitioner and the 
Family, How the Day Nursery can help the 
Work of the Health Visitor, and the film 
Going to Hospital with Mother. Admission 
is free. Details from Mrs. M. Palmer- 
ho 45, Russell Square, London, 


National Association of State 
Enrolled Assistant Nurses 


WINTER CONFERENCE, BATH 


Tuesday, November 4 
At the Spa Nurses Home, North Road 
1.30 p.m. Registration. 
1.45 p.m. The City of Bath, Miss Russ. 
2.15 p.m. Tour of Bath, terminating at St. 
Martin’s Hospital for tea. 
At the 


, Bath 
6 p.m. Reception at which the Lady Mayoress 
of Bath will greet guests. 
6.30 p.m. Dinner (evening dress optional). 
8 p.m.—12. Dance. 


Wednesday, November 5 
At the Spa Nurses Home, North Road 

9 a.m. Registration. 

9.30 a.m. Advances in Treatment of Cardiac Dis- 
ease, Dr. John Cosh. 

10.45 a.m. Surgical Treatment of Cardiac Disease, 
Mr. Kenneth Price, F.R.c.s. 

11.45 a.m. Cross-infection in the wards, Dr. Paul 
Mann. 


At the Royal National Hospital for Rheumatic 


isease 
2.15 p.m. Modern Treatment of Rheumatism and 
Rheumatoid Arthritis (with active demonstra- 
tion), Dr. G. D. Kersley. 
Register before Wednesday, October 29. 
Fees. Registration, including tour, 4s.; 
dinner 17s. 6d.; dinner and dance 21s., dance 
only—single 6s., double Ils. Tickets (free) 
for November 5 must be applied for. Non- 
members welcome at all functions and sessions. 
Apply to the Secretary, NASEAN, 21, Caven- 
dish Square, London, W.1. 


Left: the NURSING TIMES stand at the 
Seymour Hall Nursing Exhibition. 
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Here 
and 


There 


District Nurse Retires 

THE PEOPLE OF Raunps, Stanwick and 
Hargraves, Northamptonshire, ted 
Miss Laura Fitzjohn on October 3 with a 
cheque for £150 when she retired as dis- 
trict nurse after 20 years’ service. The 
presentation was made by Dr. A. McInnes 
before a large gathering at the Parish 
Room, Raunds. 

Dr. McInnes said that he had always 
been able to rely on Nurse Fitzjohn’s 
judgement, and spoke highly of her skill 
and reliability gained by years of ex- 
perience. He spoke also of her friendliness 
and of her comforting attitude in the 
homes of people she visited. 


Queen’s Nurses Win Scholarship 

Tue R. A. PILKINGTON SCHOLARSHIP, 
awarded annually to two Queen’s nurses 
to make a study of the public health aspects 
of tuberculosis for one month, has been 
awarded this year to Miss M. Jarrett, 
assistant superintendent, Northampton- 
shire County Council, and to Miss E. M. 
Mason, district nurse/midwife/health visi- 
tor, Warwickshire. 


Rehabilitation in the Hospital Service 

IMPROVING REHABILITATION is the subject 
of a Ministry of Health memorandum 
(HM(58)57) which suggests that regional 
hospital boards might appoint committees 
to consider ways of making their services 
better, and to promote co-operation with 


What about this, Nottingham? 


Two PEOPLE are ready and willing to pay 
bedside visits with fruit and flowers to the 
old and lonely patients whom nobody goes 
to see in three Nottinghamshire hospitals. 
_ But this year they have only been asked to 
visit one patient. 

The two people are Mrs. Agnes Smedley, 
secretary and treasurer of the Nottingham 
and Notts. Hospital Group | Gift Scheme, 
and one of the members, Mr. H. Densham. 
The scheme helps the old and lonely in 
three hospitals — Nottingham General, 
Ruddington Hall and the Cedars Hospitals 
—by paying them visits and sending them 
trays of fruit three times a year. 

At their autumn meeting members sug- 
gested reasons why the hospitals had not 
asked them for more help. 

“‘The hospitals are too busy to notify us’’, 
said one member. 

“The ‘human touch’ is not regarded as 
being quite so important in hospitals since 
nationalization” said another. 

“The administration is too bulky” was 
another view. 

“‘Perhaps there really have been no de- 


serving cases’’, said the chairman, Mr. R. 
Duncan. 

Giving his report on visits, Mr. Densham 
said “It’s a disappointing one. I have only 
been rung up to visit one patient, whom I 
saw five times. I have permission to be rung 
up at my work, and I really do like visiting 
these old people.” 

Mrs. Smedley said that she had learned 
of nine patients and had gone to see them 

15 times. “But I have heard nothing from 
‘the hospitals since I came off the tele- 
phone” she said. “I asked them just to 
drop me a card, but I have not received 
any yet”. 

To make sure they hear of everybody 
who needs their help, the meeting decided 
that Mrs. Smedley should ring up the 
‘general hospital every week. ““That way 
they can’t forget’, said Mrs. Smedley. 
‘She told members that many people 
‘thought that there was no need for volun- 
,tary hospital work since nationalization. 
“But if the old people are so grateful for 
what we do, it must be very worth while’’, 
she said. 
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| of hosp 
Above: BETHNAL GREEN HOSPITM The 


open day. Girls from Haberdasher’s Aske’s 2 
Coborn Girls School in a children’s ward. Pnanshi 
Left: MISS LAURA FITZ7OHN reciagpital, 


a cheque for (see ‘District Nurse Retire"@to a 
local authorities and other departments, g4%2™ 

For general supervision and co-ordinatic would | 
of facilities in the hospital, it is recommenggremed) 


ed that a consultant should be designatdiiservice 
to promote the ‘rehabilitation approaci Ano’ 
in all the work of the hospital. Parti te é 
points stressed in considering the organize hospit 
use of resources are active rehabilitation | laid dc 
physical methods, including group exe tl 
cises, with additional clinics under consul 


tant supervision for patients who are toq#40" : 
far from hospitals with departments q ! ¢ 
physical medicine ; development of occupay partm: 
tional therapy to include advice and helgwho h: 
to disabled housewives on how they can dapointe 
their housework; and the fullest liaison b (53)1) 
tween trained social workers in hospit@ifor no 
and the staffs of local health, welfare anf ig 
rehabilitation services, so that the patie 


will get the fullest help on discharge ag 
home or employment. = 
In due course the Minister proposes indivi 
call for reports from regional hospit 
boards on the action taken. Natio 


Evening Clinic for Mental Patients | Th 
THE FIRST OUTPATIENT EVENING the 
in a mental hospital in Northern Irelandg limit | 
has now béen started at Purdysburn. Thi deput 
venture makes it possible for some patientg recom 
to continue with a normal working-day§ Th 
routine, while following a regimen th culty, 
will be preventive as well as curative. § for N) 
disab 

Childhood and Adolescence short: 
THERE ARE STILL vacancies for some§ It wa 
students in the course on Some Problems ¢§ prob! 
Childhood and Adolescence now being held a§ the p 


St. Marylebone Literary Institute, 248] yj; 
Marylebone Road, London, N.W.1. The 
course consists of a series of 24 meetings on 
Wednesdays from 7.30 to 9.30 p.m., and 
began on September 24. 

Enrolment should be made at the Inst 
tute. The series is arranged in conjunction 
with the National Association for Mental 
Health. 
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™ WAS LONG DISCUSSION at the October meeting of the 
College of Nursing Council on the provision of a 
Sour nursing service with particular reference to three 
problems of today: evidence had been received that 
ments in many hospitals throughout the country were 
me wakened extremely early in the morning; that the 
Mementation of the 44-hour week for nurses was either 
Ming to the present difficulties or being considered im- 
ible; and that conditions of service and hours of work 
Me purses on night duty were most unsuitable in a number 
of hospitals. 

The main discussion arose from the report of the special 
“@eroup appointed to inquire into night duty, under the chair- 
-Bmanship of Miss M. B. Powell, matron of St. George’s Hos- 
‘Avital, London, and replies received to a questionnaire sent 
9anumber of hospitals throughout the country. ‘The Coun- 
cil agreed that a memorandum should be published drawing 
attention to the facts and making recommendations; this 
- Bwould be circulated to the appropriate bodies in the hope of 
remedying matters which reflected adversely on the hospital 

e 


Another matter for concern was the unsuitable and inade- 
iculal quate accommodation provided for resident nurses by many 
nize hospital authorities; in spite of the fact that charges were 
08 OF laid down for each grade of staff, the accommodation varied 
~~ pgreatly. The Council agreed to give further special consider- 

_fation to this matter. 

In connection with an inquiry from the Ward and De- 
cupay partmental Sisters Section, on behalf of a non-resident sister 
| heli who had been required to have a telephone installed, it was 
pointed out that the Ministry of Health circular (HMC 
(53)1) provided for the installation and rental of a telephone 
for non-resident staff required to be on call, and that the 
Ministry memorandum on accommodation for nursing staff 
(HMC(53)77) did not require ward sisters to be resi- 
dent. The College would be pleased to gave guidance in 
individual cases if requested. 


National Problems 


The Council agreed to support the campaign initiated by 
the National Council of Women to abolish the earnings 
Blimit as applied to widowed mothers and to participate in 
#4 deputations to Members of Parliament on this matter, as 
recommended by the Public Health Section. 

m% The Council also considered sympathetically the diffi- 
culty, reported in the annual report of the Nation’s Fund 
for Nurses, of finding suitable homes for nurses permanently 
disabled by illness, accident or old age; particularly the 
shortage of homes suitable for the elderly sick or disabled. 
me§ It was agreed to give further consideration to this national 
‘@f problem with special reference to the needs of members of 
the profession. 

+] Miss Amy Holder (Sheffield) had represented the Council 
on 4 2t the annual general meeting of the Society of Registered 
od | Male Nurses (which is affiliated to the College) held at 
Morecambe. In a brief but vivid report Miss Holder men- 
tif Yoned the 29 resolutions discussed and said that she had 
on § been invited to speak following erroneous statements made 
alf inconnection with the discussion on the possible opening of 
College membership to male nurses. Other resolutions dealt 
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with the implementation of the 44-hour week, payment for 
overtime, salaries and conditions of service and uniform, 
as well as more domestic matters. 

The Council discussed problems of publicity and public 
relations after Miss Ottley (Sussex) had given the report of 
the Professional Association Committee of which she is 
chairman. It was agreed that a public relations committee 
be appointed in view of the importance of promoting wider 
knowledge of the endeavours and achievements of the 
nursing profession. 


Education Department 


Miss Houghton (London), re-elected chairman of the 
Education Committee, reported that 200 nurses were taking 
full-time educational courses at the College headquarters 
in London. The 14 candidates entered for the Health Visi- 
tors Examination of the Royal Society of Health in July 
(1958) had all been successful. The Committee recommen- 
ded that the first award of the Gertrude Cowlin Travelling 
Scholarship should be made in 1960, when the accrued 
interest available should be approximately £400. 

On the question of an international student nurses’ asso- 
ciation, arising out of a questionnaire from the International 
Council of Nurses forwarded to the College by the National 
Council of Nurses, the views of the Student Nurses’ Associa- 
tion had been sought and a statement prepared which the 
College Council agreed to forward to the National Council. 

Miss Prentice (Brechin) reported that the Scottish Board 
had learned with gratification of the satisfactory conclusion 
of negotiations on behalf of a matron with extended re- 
sponsibilities, to whom an additional responsibility pay- 
ment had been refused by the regional hospital board. 
Following the intervention of a Member of Parliament and 
the Secretary of State for Scotland, payment retrospective 
to 1954 was being made. The Scottish Regional Committee 
of the Ward and Departmental Sisters Section had held its 
first meeting on September 26 and an area meeting was 
planned for November 22 when the basic principles of 
nursing care would be discussed. The course for emi sisters 
at 44, Heriot Row, Edinburgh, and the first experimental 
course for clinical instructors were now in progress with 10 
and 13 candidates respectively. 

Miss Elliott (Belfast) reported that Mr. Michael Heron 
had accepted appointment as the honorary solicitor 
to the Committee for Northern Ireland, having given 
generous assistance and guidance in the past. A deputation 
to discuss nursing legislation based on the Nurses Act 1957 
would be received by the Northern Ireland Ministry of 
Health on October 20. Thirty-seven nurses had attended 
the two-week health visitor refresher course in September 
and found it both valuable and enjoyable. 

At the beginning of the meeting the chairman, Mrs. A. A. 
Woodman, had spoken of the late Mrs. Amy Coward, a 
loyal founder member of the College and one-time member 
of the Council. They would remember her as a very distin- 
guished member of the profession who had constantly 
worked throughout her long life for an excellent standard 
of care for the patients and proper conditions of service for 
private nurses. 

The date of the next meeting is November 20. 
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Royvat or NursiInc 
HEADQUARTERS, LONDON: 


Henrietta Place, Cavendish Sq., W.1 
EprnsurGH: 44, Heriot Row 
Be.rast: 6, College Gardens 


SISTER TUTOR SECTION 


Manchester. New Home, Manchester 
Royal Infirmary, Wednesday, October 29, 
6.30 p.m. Joint meeting with Ward and De- 
partmental Sisters Section to discuss GNC 
syllabus for general training. 


WARD AND DEPARTMENTAL 


SISTERS SECTION 
Scottish Regional Committee 

First area meeting, Royal College of Nurs- 
ing, 44, Heriot Row, Edinburgh 3, Saturday, 
November 22. 

10.30 a.m. Coffee. 

11 a.m. Opening by Miss M. L. Bruce, chair- 
man of the Section. 

11.30 a.m. Symposium: Miss M. Allen, Aber- 
deen Royal Infirmary; Miss M. Hamilton, 
Glasgow Western Infirmary ; Miss E. Baxter, 
Edinburgh Royal Infirmary; Miss V. Baker, 
Western General Hospital, Edinburgh. 

1 p.m. Lunch. 

2.30 p.m. Group discussion. 

3 p.m. Groups report back followed by general 
discussion. 

4 p.m. Tea. 

Fees, including morning coffee and after- 
noon tea, 2s. 6d. Please apply by November 
15 to Miss K. Reid, Ward 17, Royal Infirm- 
ary, Edinburgh 3. 


OCCUPATIONAL HEALTH 
SECTION 


Area Meeting, Birmingham 
An area meeting will be held at Birmingham 
Co-operative Society, High Street, Birming- 
ham 4, at 1.45 p.m. on Saturday, November 8, 
during Birmingham Group’s annual study day. 


(Full programme page last week.) 
BRANCHES. 

Bath and District. Royal National 
Hospital for Rheumatic Diseases, Thursday, 


November 6, 6-8 p.m. Coffee party and bring- 
and-buy sale; tickets Is. from matrons of local 
hospitals or secretary. 

Croydon and District, Mayday Hospital, 
Thornton Heath, Thursday, October 30, 
8 p.m. Open meeting. The Remand Prisoner, by 
Mr. P. DeBerker, H.M. Prisons chief psy- 
chologist. Any bus from West Croydon to 
Mayday Road. 

Dartford and North Kent. West Hill 
Hospital, Dartford, Monday, October 27, 
7.30 p.m. General meeting; talk by Mrs. Iris 
Clarke. 

Glasgow. Nurses Home, Hawkhead Hos- 
pital, December 1, 7.30 p.m. Psychiatry Today, 
by Dr. Milne, physician superintendent. 

Luton and District. Boardroom, Luton 
and Dunstable Hospital, Wednesday, Novem- 
ber 12, 7 p.m. General meeting. 


North Western Metropolitan. Royal 
National Orthopaedic Hospital, Great Port- 
land Street, W.1, Thursday, October 30, 
7 p.m. General meeting, discussion on mem- 
bership (of interest and importance to mem- 
bers). A Recent Visit to Yugoslavia, Miss Sands. 
Gifts welcome from those unable to attend 
Christmas fair. Buses 1, 18b, 27, 30, 137. 


Yorkshire.—General Infirmary at Leeds, 
Tuesday, November 18. Christmas tree party; 
refreshments 5.45 p.m., concert by City of 
Leeds police choir 7 p.m. Gifts commend for 
elderly nurses. 


Scottish Regional Committee, 
Public Health Section 


Public health nurses from a wide area 
attended an open meeting of the Scottish 
Regional Committee, Public Health Section, 
at Hamilton on October 11. Dr. A. G. Mearns, 
senior lecturer in Social Medicine and Social 
Biology, University of Glasgow, was the 
speaker for the afternoon, and gave a most 
constructive address on Adolescence and Delin- 


quency. 

There were five factors, said Dr. Mearns, 
which had a bearing on the young today: war 
and its aftermath; gainful employment for 
women; disruption of family life; separation 
and divorce much easier, and the decline in 
religious observance. With improved social 
conditions there were three very important 
‘Es’—emancipation, earnings, and entertain- 
ment. “‘Let us not condemn them, but use them 
wisely”’, said Dr. Mearns. 


COMING 


Broadgreen Hospital, Liverpool 14.— 
Nurses reunion and prizegiving, recreation 
hall, Thursday, November 27, 3.15 p.m. All 
past nurses interested, please apply to matron. 


Central Council for Health Education. 
—Health Education Conference, 1959—The 
Elderly in the Community. Great Hall, British 
Medical Association House, Tavistock Square, 
London, W.C.1, January 22, 11 a.m.-4 p.m. 
Fee £1. Application forms from Medical 
Director, C.C.H.E., Tavistock House North, 
Tavistock Square, W.C.1. 

Central Council for the Care of Crip- 
ples.—Conference of statutory and voluntary 
representatives, Welfare of the Disabled, Lon- 
don, November 4-5. 

Herts and Essex General Hospital, 
Bishop’s Stortford.—Prizegiving, Novem- 
ber 15, 3 p.m. All past nursing staff welcome. 

Hope Hospital, Salford.—Annual prize- 
giving, Saturday, November 8, 3 p.m. Dr. 


J. S. B. Mackay, Manchester Regional Hos- 


pital Board, will present awards. 


Inter-hospital Nurses’ Christian Fel- 
lowship.—Autumn rally, Bridewell Hall, 
Eccleston Place, London, S.W.1, Saturday, 
November 1, 3-9 p.m. 


National Association for Maternal and 
Child Welfare.—Annual conference, Church 
House, Westminster, London, July 21 to 23, 
1959. Fee £2 12s. 6d. 

NASEAN, Sheffield Branch.—General 
meeting, Fir Vale Infirmary, Monday, 
October 27, 7.30 p.m. Talk by Miss C. 
Bentley. All SEAN’s and pupils welcome. 


ROYAL COLLEGE OF NURSING 
APPEAL | 
Sor the Nation's Fund for Nurses 


We acknowledge with many thanks ¢ 
donations received this week and gifts § 
Miss Brazier, Miss M. H. Adamson, Migs 
Wood, Mrs. Kirkham, Mrs. Duncan, 
Nuttall and an anonymous donor. 


Contributions for October 11-17 


Miss J. M. Lingard. For Christmas .. fs 
Furness Branch. For Christmas 
Maidstone and Medway Towns Branch. For 
Christmas... - 1M 
Anonymous. Monthly donation 10 
Miss H. B. Upperton .. 1 
Walsall Branch. For Christmas 11 
Llanelly Branch. For Christmas 5 0 
Darlington Branch se 33 
College Member 19367. For Christmas 3 3 
Tunbridge Wells Branch be 
Miss A. Wood. For coal 92 ae ah 10 
Alder Hey Hospital, Liverpool. Monthly dona- 
Mid-Cheshire Branch .. 1 ; 
Weston-super-Mare Branch. For Christmas .. 6 1§ 
Northampton General Hospital Nurses’ League 
Collection at reunion service 
Total £44 19s. 
for the Christmas Parcel Fund 
New Sussex Hospital sisters .. f 15 
Miss D. S. Coode on 1 1 
Total £2 16s. 
E. F. Ino 


Secretary, Royal College of Nursing Appeal for the 
Nation’s Fund for Nurses, la, Henrietta Place, Cavendish 
uare, London, W.1. 


EVENTS 


National Council of Nurses.—G 
Council meeting, Riddell House, St. Thomas 
Hospital, S.E.1, Wednesday, November 
11 a.m. 


N.E. Metropolitan Regional H 
Board Sports Association.—Needlework 
petition and exhibition, Whipp’s Cross 
pital, Saturday, November 22, 3 p.m. 


Royal National Throat, Nose and 
Hospital, London, W.1.—AGM, Past and 
Present Nurses’ League, nurses classroom, 
Wicklow Street, Thursday, October 30, 4 p.m, 
followed by first birthday party, 25, Mecklen- 
burgh Square, 5.30 p.m. 


St. George’s Hospital, Hornchurch.— 
Sale of work, Entertainment Hall, —— 
November 27, 2.30 p.m. ed by Miss 
Ceris Jones, matron, The 
Proceeds will be devoted to the patients 
Christmas fund. 


Southern General Hospital, Glasgow.— 
Dedication service of lectern in memory of 
Miss Jane Kennedy, given by the Coll Asso 
ciation, in the Central Hall of the hospital, 
Sunday, November 2, 3 p.m. 


The Royal Institute of Public Health 
and Hygiene.—The Blackham Lecture, 1958 
—TYellow Fever and its Prevention. Lecture 
28, Portland Place, W.1, Tuesday, November 
11, 4 p.m. Brigadier Sir John Boyd, ™D. 
F.R.C.P., F.R.S., D.P.H. 

West Herts Hospital, Hemel Hemp 
stead.—Nurses’ prizegiving, Thursday, No 
vember 6, 2.45 p.m. All past members of staff 
invited. R.S.V.P. to matron. 
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OBITUARY 


Miss C. L. Carnegie, R.R.C. 
The nursing profession in Scotland has 
stan outstanding personality on the death 
{Miss Christina L. Carnegie, r.R.c., aged 
, Before her retirement in 1945, 

had been nursing superintendent of the 
founty of Fife for over 20 years. She 
mined as a midwife at Glasgow Royal 


“Maternity Hospital and took her general 


taining at Edinburgh Royal Infirmary. 
Se trained for district work in London 
and worked for some years as a district 
qurse in Shrewsbury. As a territorial nurse 
jp 1914 she served with Q.A.1.M.N.S., and 
ja France as an army sister throughout the 
First World War and was awarded the 
RRC. Miss Carnegie was also matron at 
pnvalescent hospitals for war wounded. 

She was a founder member of the Royal 
College of Nursing, and for 20 years was 
hon. secretary of the local Branch. 

The local branch of the Red Cross So- 
dety appointed her lady nursing super- 
intendent in 1945 and she continued to 
gve admirable service and advice until 
shortly before her death. She was a well- 


loved ity and many kindnesses and 

deeds Were done in her own quiet 
way. Her friends throughout the profession 
mourn the loss of a fine person. 


Miss F. E. P. Holmes 


We announce with regret the death re- 
cently of Miss Florence E. P. Holmes, at 
Fonthill, Reigate, at the age of 93. Miss 
Holmes served in the Boer War, and as a 
nursing sister of the Army Nursing Service 
Reserve was awarded the Queen’s South 
Africa Medal with clasps (Cape Colony 
and Transvaal) and the King’s South 
Africa Medal with clasps’ (1901 and 
1902). She was elected an hon. life mem- 
it the British Red Cross Society in 
1927. 


Miss C., F. Leckie 


We regret to announce the death of Miss 
Catherine Ferguson Leckie. Miss Leckie 
trained at Stobhill and Barnhill Hospital, 
Glasgow, and took district and midwifery 
training with the Essex County Nursing 
Association, afterwards becoming district 
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nurse/midwife at Shering. After serving as 
a tuberculosis visitor, Glasgow Corpora- 
tion, in 1919 she joined the nursing staff at 
the Edinburgh War Hospital, Bangour, 
West Lothian. Miss Leckie was a founder 
member of the Royal College of Nursing. 


Miss E. Lynch 

We announce with regret the death in a 
road accident of Miss Ellen Lynch, deputy 
matron and tutor at 
Ramsgate. Miss Lynch took general train- 
ing at St. Pancras Hospital, and mid- 
wifery at the Maternity Hospital, E.1; she 
took the Sister Tutor Certificate at Batter- 
sea College of Technology in 1936. She 
served at the North Eastern Fever Hospital, 
Edmonton, the Memorial Hospital, Crewe, 
St. Pancras Hospital, Brighton Municipal 
Hospital, The Maudsley Hospital, Lon- 
don, Boundary Park Hospital, Oldham, 
and Willesborough Hospital, Ashford, 
where she served for a short period as 
matron. She became assistant matron at 
the County Hospital, Pembury, Kent, 
being appointed deputy matron, Haine 
Hospital, in 1946. Miss Lynch was most 
popular with colleagues and patients and 
will be much missed. She was a member 
of the Royal College of Nursing. 


THe INTERNATIONAL CounciL OF Nurses 
through its Ethics of Nursing Committee, 
announces an international essay com- 
petition open to qualified nurses who 
are members of national nurses’ associa- 
tions in membership with the ICN. The 
competition is designed to reach indi- 
vidual members and to increase their 
awareness of the meaning and signifi- 
cance of nursing ethics. 


The subject of the essay is to be either: 
1.One of the watchwords* given by the 
ICN president, or 
2. The International Code of Nursing Ethics, 
how it could be brought into nursing 
schools and ways and means of inte- 


included in all nursing subjects. 
The watchwords are as follows : 
Work—Mrs. E. Bedford Fenwick. 1901— 


Buffalo. 
Courage—Mrs. E. Bedford Fenwick. 1904 


—Berlin. 

Life—Mrs. E. Bedford Fenwick. 1909— 
London. 

Aspiration—Schwester Agnes Karll. 1912 
—Cologne. 

Peace—Baroness Sophie Mannerheim. 
1925—Helsinki. 

Concord—Mlle L. Chaptal. 1933—Paris, 
Brussels. 

Loyalty—Dame Alicia Lloyd Still. 1937— 
London. 

Faith—Miss Effie Taylor. 1947—Atlantic 


City. 

Responsibility—Miss Gerda Hojer. 1953— 
Rio de Janeiro. 

Wisdom—Mlle Marie M. Bihet. 1957— 
Rome. 


*At the close of each International Council 
of Nurses Congress, the retiring president gives 
a ‘watchword’ for the next four-year period. 


International Essay Competition 


Conditions of Entry 


1. The competition is open to graduate 
nurses who are members of ICN member 


five copies of the ing essay only, to the 
General Secretary, ICN, 1, Dean Trench 
Street, London, S.W.1, England, in an 


grating teaching so that ethics may be- 


associations. If any question arises as to 
the eligibility of a contributor, the de- 
cision of the panel of judges shall be final. 

2. The essay shall be typewritten on 
one side only of the paper and shall be 
of approximately 2, to 3,000 words. 

3. Each entry must be signed by a pen- 
name. The name and address of the 
contributor must be enclosed in a sealed 
envelope and attached to manuscript. 

4. The essay must be forwarded to the 
national nurses’ association of the country 
concerned* by the closing date for 
national entries decided by the associa- 
tion. 

5. National nurses’ associations have 
kindly undertaken to assist the Ethics of 
Nursing Committee in the following ways: 
(a) To translate (if necessary) the condi- 

tions for the competition. 
(6) To publish them in their national 
journals 


jo 

(c) To receive completed essays. 

(d)To judge essays nationally by a 
National Judges’ Panel. 

(e) To translate the winning essays into 
English (if necessary) and forward 
them to the headquarters of the 
International Council of Nurses. 

National Nurses’ Associations are 

asked to forward not later than A 

1959, five copies of each of the two 

winning essays only: 

(1) on a watchword, 
(2) _ the international code of nursing 


G, 
or if one subject only has been selected, 


envelope magked: Competition, Ethics of 
Nursing Committee. 

6. A prize will be awarded for the 
winning essay (in each of the two subjects 
if both are selected by the national asso- 
ciations). Credit will be given in the case 


of those essays which give evidence of a - 


knowledge and appreciation of funda- 
mental ethical principles. 

7. The winning essays will be published 
in the International Nursing Review. No 


entry may be sent which has previously 


a ed in print. 

No submitted may be pub- 
lished in any nursing journal or in any 
other form without the permission of the 
ICN. A 3elf-addressed envelope should 
be enclosed with the original material, 
and the cost of postage refunded, so that 
essays can be returned. 

9. The national judges’ panel should 
be chosen by the member association 
concerned. 

10. The international judges’ panel 
will consist of the general secretary, ICN, 
the editor, International Nursing Review, the 
chairman and two other members of the 
Ethics of Nursing Committee. 

*Closing date for members of the National 
of Great Britain and Nor- 
thern Ireland is March 31, 1959. Entries 
should be addressed to the Executive Secretary, 


entry. 


| 
("Ses 
hanks 
gifts 
1, Migs 
an, 
/ 
15 
1 ] 
for the 
‘avendish 
‘Gri 
homas 
er 26 
spital 
k com- 
s Hos. 
d Ear 
t and 
room, 
p.m. 
klen- 
ch.— 
day, 
iss G. 
pital 
ients’ 
w.— 
y of 
ital, 
alth 
1958 
land 
National Council of Nurses, 17, Portlan 
. Place, London, W.1. Evidence of membership 
of an association which is a member of the 
National Council mist be enclosed with each 
mp 
staff 


